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DISEASES OP THE NEWBORN. 

Infections of TTmbilical Origin in the Hewborn, C. F. 

Soles^ says, whenever fever occurs during the first week of 
life, the physician must be careful to examine the stump 
.of the cord or the cicatrix and search for an umbilical infec- 
tion. The beginning of the umbilical infection is charac- 
^terized by a slight swelling and tenderness of the stump of 
the cord, some redness in the edema of the surrounding 
,parts and by a disagreeable odor of the affected cord. The 
child becomes feverish and may be seized with convulsions. 
The fever and other general symptoms are often more 
marked than the slight local changes lead one to expect, be- 
cause the organism of the newborn so readily reacts with 
fever against infection. As septic absorption may go on 
from the cord with scarcely any inflammatory signs at the 
point of entrance, it is important that the cord be carefully 
' watched and that the dressing should include the use of 
astringent and antiseptic powders, as dermatol and salol. 
When infection occurs, the stump of the cord should be 
treated with the same remedies but, if the cord has already 
separated, the scar should be washed with boric acid solu- 
tion or with sublimate and then touched with silver nitrate. 
Acute Pemphigus in the Hewborn. George J. Maguire^ 
from a record of 18 cases of acute pemphigus in the new- 
bom, draws the following conclusions : 

(1) That the epidemic was one of the comparatively 
rare disease, pemphigus acutus neonatorum. 

(2) That it was due to infection with a pathogenic 
•organism, the staphylococcus pyogenes aureus, conveyed 

from case to case by a midwife. 

(3) That, though appearing chiefly in the newborn 
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Archives of Pediatrics, October, 1904. 
Brit. Jour, of Dermatology, December, 1903. 
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10 PEDIATRICS. 

and fatal only to them^ it attacked older children and 
adults also. 

(4) That it was characterized by a bullous eruption on 
the skin, variable in distribution and extent, the specific 
micro-organism being contained in the vesicles. The vesi- 
cles or bullae appeared usually on the third or fourth day. 

(6) That although in many of the cases no symptoms 
except the skin eruptions were manifest, a certain group 
showed grave symptoms of general infection and all ended 
fatally. 

(6) That the point at which the systemic invasion 
arose in these fatal cases was the unhealed umbilical ecar. 

(7) That the treatment had, to all appearances, little 
or no effect upon the course and duration of the disease, 
whatever the outcome. 

Hemorrhage of Syphilitic Origin in Hewbom. In 

cases of hemorrhage of syphilitic origin in the newborn, 
according to W. B. Wilson,^ leakage may occur from the 
minute blood vessels in the skin, mucous surfaces, the 
serous membrane, the meninges and brain, and the paren- 
chyma of the various organs and glands, hemorrhages 
may api)ear also from the conjunctiva, the ears and umbili- 
cal cord. The skin hemorrhages may be in the form of 
oozing from the capillaries and are often seen from the roll 
of skin surrounding the cord. Bleeding may occur also 
from fissures at the mouth or anus, in the vesicles in 
pemphigus, or from the base of the vesicles after rupture. 
Extensive extravasations between the skin layers usually 
affect dependent portions, as the feet and ankles, and 
surfaces exposed to pressure after birth, as the dorsal re- 
gion, the buttocks, and extensor surfaces of the arms. 

The tendency to bleeding hinges primarily upon the 
comparative heightening in the newborn of arterial pres- 
sure due probably to the limitation of the circulation by 
the absence of the pulmonary circuit. The arterial changes 
in syphilis are not sufficiently distinctive to account for 
the tendency to hemorrhage, which seems more likely due 
to the disturbed relationship between the character of the 
blood and the containing capillaries. The coagulability of 

(1) Archiyes of Pediatrics, January, 1906. 
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DISEASES OF THE NEWBORN. H 

the blood is certainly reduced, as the persistence of bleeding 
from the cord in spite of ligation gives evidence. The value 
of internal administration of drugs supposed to increase 
the coagulability of the blood, as calcium chlorid, has been 
demonstrated in instances where ligation was wholly inef- 
fective. 

Hemorrhage appears usually in children with no char- 
acteristic signs of syphilis and when this rule does not 
hold, the congenital manifestations, as pallor, rhagades, 
shrunken skin, are oftener observed than the hereditary 
ones of eruption and snuffles. The distinct types of he- 
reditary syphilis seem to make their appearance when the 
infection is more or less recent, while in the hemorrhagic 
cases the bleeding seems to be the result of certain consti- 
tutional changes due to remote infection. The clinical 
manifestations of hemorrhage are various, and depend 
upon the development of the infant as to prematurity, 
upon the degree of blood dyscrasia, and probably upon the 
thoroughness of the specific infection. Perhaps the most 
interesting clinical accompaniment of hemorrhage is 
icterus, which is present in some degree in almost every 
case. 

Syphilitic children with evidence of internal hemorrhage 
require prompt treatment. The effort should be to sustain 
tlifeir flagging powers of resistance with oil baths, alternat- 
ing with mercurial inunctions. The child, however, should 
be kept in the incubator and disturbed as little as possible, 
except for the necessary measures of treatment, as rest is 
the first indication. For fever the ice cap is indicated and 
in intracranial hemorrhage is directly useful as a local 
measure. In extensive skin hemorrhages rubbing for the 
purpose of carrying out inunctions should be omitted. In 
severe cases of melena, peristalsis should not be encouraged. 
With this in view the nourishment should be given fre- 
quently in small quantities and dry warmth applied to the 
body. 

The following drugs have been used internally : Supra- 
renal extract, half grain doses repeated; adrenalin solu- 
tion, 1-1000, one drop in repeated doses ; gelatin water, in 
the proportion of two drams to one pint; fluid extract of 



Digitized 



by Google 



12 PEDIATRICS. 

ergot, one drop doses. Talley, in an interesting case of 
continuous bleeding caused by a puncture, noted a favor- 
able result from the use every two hours of calcium chlorid 
in half grain doses. 

Sclerema Veonatorum-Becovery. Sclerema neonatorum 
according to Jacob SobeP is a disease occurring at birth, or 
shortly thereafter, usually in illegitimate, weak or prema- 
ture infants, mostly in foundling or lying-in asylums; it 
is characterized by a hardening of the skin and subcutan- 
eous tissue, subnormal temperature, increasing asthenia, 
superficial and weak respiration, collapse and death. 
Though occasional mention is made of recovery in these 
cases, the general impression prevails that death invariably 
occurs. The following case presents some features of un- 
usual interest. 

Previous History: A. M., age five weeks, was brought 
to the writer because of obstinate constipation. The 
mother stated that the child never had a movement with- 
out an enema and that frequently four days passed by 
without any evacuation. The mother was forty-two years 
old, had had five other children, all alive and healthy; no 
abortions, no specific history or evidences of lues after a 
thorough examination of both parents. During the entire 
period of gestation she was compelled to work very hard, at 
times with little or no nourishment, and lived amid very 
poor surroundings. The child was not quite full term, 
was breast-fed ; she was less robust than the other children. 

Status praesens: Baby fairly well nourished. Tempera- 
ture 99 °F., per rectum. In both deltoid regions the skin 
and subcutaneous tissue were firm, board-like and somewhat 
irregular to the touch; there was a bluish discoloration. 
The supinator regions of both forearms and the region of 
both pectoral muscles were similarly involved. The gluteal 
regions and inner sides of the thighs were even firmer and 
more indurated than the deltoid regions. The skin of the 
back was distinctly thickened. Induration also extended 
to the lower abdomen anteriorly and laterally. In the del- 
toid, gluteal, pectoral, supinator and inguinal regions the 
skin could not be raised from the subcutaneous tissue; over 



(1) Archlyes of Pediatrics, April 1, 1905. 



Digitized 



by Google 



DISEASES OIP THE NEWBOEN. l3 

the back the skin could be raised with difficulty. The face 
was absolutely free, the skin over the occiput was thick and 
hard and there was a slight enlargement of the postcervical 
glands. No generalized adenopathy. Pressure over the 
affected a Jeas and handling of the baby caused pain. The 
indurated areas were defined from the surrounding normal 
skin and the distribution was strikingly symmetrical. 

The child was given massage with sweet oil and a hot 
bath daily. Calomel was prescribed in 1/10 gr. doses. 
Later inunctions of ungt. hydrarg. were used with the re- 
sult that the hardness and tenderness of the skin gradually 
disappeared and at the end of seven months appeared per- 
fectly normal. 

There are some features in this case which correspond to 
the classical description of the disease and others which 
are rather atypical. The history of somewhat premature 
birth, the existence at birth, or very soon thereafter of firm 
induration of the skin and subcutaneous tissue without 
pitting on pressure in a weak and feeble baby, the inability 
to raise the skin from the subcutaneous tissue, and both 
from the deeper parts, all correspond closely to the picture 
of sclerema neonatorum. The departures from the usual de- 
scription are, the good general condition of the patient, the 
recovery, the irregular condition of the indurated areas, 
the absence of subnormal temperature at all times during 
the period of observation, the non-involvment of the calves 
with the involvment of the pectoral region. 

Congenital Obliteration of the Bile Ducts. According 
to J. P. C. Griffith^ congenital obliteration of the bile ducts 
is one of the uncommon causes of icterus in the newborn, 
yet a number of cases have been reported. He reports 
one as follows: 

Male child; age, ten days; born at full term, apparently 
well. Meconium was passed per rectum until the third 
day. Some infection of the cord and jaundice then ap- 
peared. With this was associated frequent vomiting, con- 
stipation, and loss of appetite. These symptoms grew more 
severe, the jaundice becoming a deep yellow, and the baby 
was brought to the Children's Ward of the Hospital of the 

(1) Archiyes of Pediatrics, April, 1905. 
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14 PEDIATBICa 

University of Pennsylvania, on the tenth day after birth. 

Examination showed a small, emaciated infant, the skin 
and conjunctivas were extremely icteric; the pulse was 
feeble and rapid; the respirations were accelerated. Vomit- 
ing was very frequent, the child being unable to retain any 
food even when given by the stomach tube. Constipation 
was absolute. Bile was present in the urine. 

Death took place twelve hours after admission, there 
having been, in the meantime, no movement of the bowels. 
A short time before death general edema appeared and be- 
came very marked. 

While in the hospital the temperature varied from 96.8** 
to 99.2°F., the pulse from 140 to about 155 and the respi- 
ration was about 42. 

The autopsy showed a complete obliterating stenosis of 
the common bile duct situated about one-quarter of an inch 
above its opening into the intestine. The duct, at this 
point was hard and cord-like, and could be easily rolled 
between the fingers. No bile could be forced through it 
from the gall-bladder, although the duct above the stenosis 
could be easily distended by pressure on the viscus. The 
gall-bladder was of normal size and filled with bile. The 
surface of the liver and the intestines in the vicinity were 
stained with bile, from contact with the bladder. 

Elephantiasis Congenita. Swoboda^ reports 4 cases of 
elephantiasis congenita. Case one was in a new-born child. 
The right leg from the hip to the toes, consisted of a colos- 
sal bluish-violet cylindrical tumor, resulting from constric- 
tion of the leg by amniotic bands. 

In case two, the autopsy showed an angiomatous tumor 
(chiefly cavernous angioma) which filled the retroperi- 
toneal space. 

Case three presented the following : (a) On the exten- 
sor surface of the left leg, numerous large violet nevi. (b) 
In the left side of the abdomen a soft elastic tumor the size 
of a child^s head, occupying the position of the spleen, (c) 
The right buttock and the left leg were thickened by a soft, 
spongy, easily compressible tumor, (d) Both feet were 



(1) Wiener medizlnlsche Wochenscbrift, No. 41, Oct. 8, 1904. 
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HYGIENE. 15 

lengthened and thickened, (e) The prepuce was livid 
aiia swollen. 

In case four no abnormality was noticed until the sec- 
ond half of the first year. Examination showed (a) 
marked enlargement of the left cheek; (b) moderate en- 
largement of the tongue and of the soft parts of the floor 
of the mouth; (c) a smooth, elastic, cystic tumor beneath 
the tongue, which had displaced the alveolar process and 
forced the teeth of the lower jaw outward; (d) both ear 
laps and a part of the tragus of the left ear changed into a 
livid spongy mass; (e) many pigmented moles on the back, 
and over the left shoulder a large lymphangioma which 
was tender on pressure. 

Elephantiasis congenita may involve the entire body as 
in acephalic and other monsters, or it may be limited to 
certain areas as it is observed in living children and adults. 
In contradistinction to the acquired, the congenital form of 
this disease not only leads to new growth of connective tis- 
sues but to hypertrophy of the lymph — and blood vessels 
and, at times, of the muscles and bones. Tumors and 
cysts are frequent, leading to the classification of Esmarch 
and Kulenkamff : 1. E. lymphangiectodes, 2. E. teleangiec- 
todes, 3. E. fibromata, 4. E. neuromatodes. Clinically 
these cases can be divided into circumscribed tumors fully 
developed at birth whose growth keeps pace with the 
growth of the body, and those hardly or not at all notice- 
able at birth which later take on a rapid growth. The 
prognosis in all cases of congenital lymphangiomata is un- 
favorable. Therapy is helpless. 

HYGIENE. 

Augustus Caill6^ in his presidential address to the 
A. P. S. pointed out some of the more important matters 
to which they, as a body, might direct their attention. 

(1) The overheating of homes and the fear of catching 
cold. — He regards these as fruitful sources of ill health in 
children. The susceptibility to cold-catching he is con- 
vinced can be decidedly reduced by judicious bathing and 

<i) American Pediatric Society, Medical Record, Sept. 10, 1904. 
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16 PEDIATRICS. 

proper alimentation. Amoiig other children a hardening 
process by cold douching is without doubt beneficial, and 
strengthening their forces and permitting them to over- 
come inclement influences of various kinds. The suscep- 
tibility to cold-catching cannot, however, be reduced in 
homes where living rooms are overheated. Heating a room 
with the portable gas stove not connected with a flue is 
dangerous, because the products of combustion remain in 
the room and vitiate the air. Overheating and faulty heat- 
ing should be condemned at every opportunity and fresh 
air treatment of healthy and sick children be insisted upon. 

(2) Disinfection and the sanitary code, — ^The removal 
of the child to another apartment during the fumigation 
process theoretically and practically nullifies all efforts to 
destroy the sources of infection and stamp out contagious 
diseases. The compulsory cleansing of an apartment with 
soap and water as practiced in Germany has more real 
value than fumigation with sulphur. One of the principal 
sources of infection is found in the cloak-rooms of factories 
and schools, as may be said also of books in school and 
libraries, which are frequently contaminated with the 
nasal discharges of the sick. 

To compel children convalescing from diphtheria to re- 
main indoors until all bacilli disappear from the throat is 
unreasonable, as it deprives them of the tonic eflfects of 
fresh air while the infectious nature of the bacilli found 
during and after convalescence has not been proved. 

(3) School hygiene and school inspection, — ^Although 
inspection aims primarily at the early detection of com* 
municable diseases, it should embrace the hygienic guar- 
dianship of school-children. Inspection reveals the un- 
sanitary conditions of schools, day nurseries, and kinder- 
gartens; it promotes the cleanliness of scholars and insures 
proper attention to parasitic skin lesions and obnoxious 
habits; it detects children with communicable diseases-, 
mouth-breathers, backward, neurotic and anemic children, 
putting them in the way of receiving benefits of proper 
treatment. It is estimated that fully 90 per cent of the 
curvatures not due to bone diseases are developed during 
school life by faulty positions in sitting and standing. 
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HYGIENE. 17 

When medical inspection runs along with rational elemen- 
tary instruction in hygiene, the best chances naturally are 
offered of decreasing sickness among school-children, be- 
cause teacher, parents, family physician, and inspectors 
cooperate. 

(4) School fatigue and hackward children. — ^In 1900, 
16,000,000 children were enrolled in the common schools 
of this country, with equal opportunity for acquiring 
knowledge but unfortunately not the same capacity. The 
relative endurance of the sexes varies, about one girl in 
twenty being obliged to give up her school life on account 

• of ill health. The present day native American girl of the 
middle class is the artificial product of advanced civiliza- 
tion, a bundle of nerves, encased in a fragile frame. The 
podiatrist should call a halt and demand for the children 
less brain gymnastics and more fresh air and exercise, in- 
sisting on separate class-rooms and special care for back- 
ward children; these children have the same right to a fit 
education as the blind. 

Contagious Disease. New York in 1902 adopted a sys- 
tem of school inspection of which Thos. Darlington* gives 
an outline: Inspectors have about 5,000 children whom 
they must see once a week and they must visit all public 

' schools assigned to them before 10 o^clock each school day. 
The morning inspection includes (1) all children isolated 
by the principal as suffering possibly from some contagious 
disease; (2) all children absent a few days; (3) all chil- 
dren excluded from school attendance. 

After the morning examination the inspector returns to 
one of his schools to make routine inspection, which con- 
sists of the examination of each child present. The in- 
spector standing with his back to a window and touching 
no one, has the children of each class pass before him, with 
their eyelids pulled down and mouths wide open, while he 
examines the eye, throat, hair and hands. If any hidden 
trouble is suspected, the possible victim is dismissed to the 
office in the school for a more thorough examination, but 
children showing signs of measles, scarlet fever, diph- 
theria, smallpox, varicella, rotheln, whooping-cough, 



(1) Medical News, January 21, 1905. 
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18 PEDIATEICS. 

mumps, or acute catarrhal affections of eyes, nose, and 
throat, are immediately excluded. Each child excluded 
from school is given by the principal in a sealed envelope 
furnished by the Department of Health, an exclusion card, 
with his name, age, and residence and the number and 
location of the school and date for return properly re- 
corded. In cases of pediculosis, contagious eye and skin 
diseases, the child is allowed to return to class and is ex- 
cluded at the next recess. 

Cases of measles and scarlet fever are reported over the 
telephone to the Central Office of the Department of 
Health and must be visited by a special diagnostician of 
the department to verify the diagnosis. If the diagnosis 
is correct, the child is attended by the district inspector ; 
if false it is so reported to the school inspector, who visits 
the child at his home and orders him back to school. 

Daily reports, made in duplicate, state the number and 
location of the srhool, the number of children examined 
and excluded, and the time the inspector arrived at the 
school. One report is forwarded to the central office of 
the Department of Health, where the information is 
transcribed to the special school card. The name and ad- 
dress of each child and reason for his exclusion are re- 
corded and filed away in chronological order behind the 
weekly history card for each school. 

The inspector must obtain from the principal the names 
and addresses of all children absent from school a few days 
for no known reason and visit the children to ascertain the 
cause of absence. 

Upon investigating the facilities for the care of chil- 
dren's outer garments, it was recommended that each child 
have a separate locker and there has been slight improve- 
ment in this regard. 

The results of the investigation into the means of caring 
for writing and drawing materials were surprising. Not 
fifty per cent of the principals and teachers took the slight- 
est interest in their sanitary care, but a few kept each 
child's instruments separate. The cheapest and best method 
endorsed by the Department of Health is to give out at the 
beginning of class a large manila envelope marked with 
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the child^s name and containing his pencils, etc., which he 
alone handles. It would be better to permit each child to 
keep the envelope in his desk to avoid any possible contact 
than to collect it at the end of class. A number of cases of 
trachoma have been known to be contracted by putting 
pencils in the eyes. 

School books at the homes of children who have been ill 
with contagious disease are always destroyed by fire. 

In regard to acute disease of the eye and pediculosis, it 
was decided to allow in class, children who can show they 
are under treatment. Children with live pediculi are im- 
mediately dismissed. Nits, for practical purposes, are con- 
sidered non-contagious while in the embryonic stage, and 
the children are permitted in class so long as they shampoo 
the hair with kerosene and olive oil, thoroughly washing it 
afterwards and later applying hot vinegar to dissolve the 
nit shells. A pamphlet of instructions is given each child 
in this plight. So many children were dismissed, however, 
that in 1902 the nursing system was established. 

The schools are grouped and a supervising nurse is held 
responsible for the work performed in her group, and is re- 
quired to visit each of her nurses at least once a week. 
Each nurse, accountable to the supervising nurse for the 
condition of her schools, must keep a record of all cases 
treated by her, must visit all children who do not return 
on the day appointed by the school inspector, and must in- 
struct parents in the care of children's heads. The school 
nurse attends these cases : Pediculosis, conjunctivitis, ring- 
worm, impetigo, favus, molluscum contagiosum, and 
scabies. For tiiem she is given definite instructions and 
treats each case according to the inspector's directions. In 
no circumstances may she treat a case of trachoma. The 
supplies are furnished by the Department of Education on 
requisition to the principal of the school. 

Two inspectors are given the work of vaccinating which 
is so arranged that each school is visited once in four 
years. Any child not successfully vaccinated within these 
five years must be re-vaccinated. A physician's certificate 
which definitely states that he has successfully performed 
the vaccination on a certain date is accepted. 
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In&Etile Mortality. G. C. H. Fulton^ states that the 
failure to reduce infant mortality is the most unfavorable 
fact in the history of sanitation in Great Britain. He dis- 
cusses as follows some of the causes of infantile mortality 
which are common to all localities: •I. Prematurity of 
birth and congenital defects. The main evils to be com- 
bated are the low vitality and inability on the part of the 
infant to maintain animal heat. Such infants should not 
be bathed. Their food should be very dilute, and should be 
given frequently in small quantities. 2. Hereditary ten- 
dencies. Under this head are classed the effects of parental 
syphilis, tuberculosis, rheumatism, gout, alcoholism, and 
insanity, in consequence of which the child may inherit a 
vitiated constitution. 3. The inexperience and neglect of 
mothers. First-born children die at a higher rate than 
those of a later birth, due partly to inexperience, and 
partly to greater difficulty in parturition. 4. Industrial 
conditions. The mothers are often employed in factories, 
etc. 5. Social position. This is closely allied to indus- 
trial conditions. 6. Improper food and methods of feed- 
ing. A woman's milk is ideal food for an infant When a 
child cannot be nursed cow's milk modified under the 
laboratory method is the best substitute. 7. Accidental 
or homicidal violence. A thousand infants die every year 
in London from overlying. 8. Influence of age of parents. 
When the father or mother is too young or too old, the 
children are weakly. 9. Effect of illegitimacy. An ille- 
gitimate child has less than one-half the prospect of reach- 
ing the end of the first year of life that is enjoyed by a 
child bom in wedlock. 10. Insurance of infants. There is 
no trustworthy statistical evidence of the ill effect of in- 
fant life insurance on the life prospects of children. 11. 
Birth rate. The infantile mortality of a given locality 
bears no constant relation to the birth rate. In France a 
low birth rate coexists with a high death rate. In the 
poorer districts of crowded cities both the death-rate and 
the birth-rate are high. 12. Density of population. There 
is no causal relationship between density of population per 
se and a high mortality. The true index of density is the 

(1) Brit. Med. Jour., December 3, 1904. 
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number of persons to each occupied room. The lesson Ful- 
ton draws is, briefly: Educate the future mothers in the 
proper care of young children, by teaching hygiene in the 
schools. Infant feeding is' the most fertile source of 
England^s deteriorating national physique. To dream of 
making strong men and women out of damaged children is 
absurd. 

Alcohol and Children. According to G. Carpenter* 
there are manifestly two ways in which alcohol can reach 
the child, namely, via the parent and by direct access. In 
the former case the action can be subdivided into (a) its 
action on the sperm and ovum, and (b) its action on the 
maternal organism. The action of alcohol taken by the 
stomach of the adult, on the ovary or testicle may be de- 
tected within a very few minutes. The toxic action of 
alcohol on the sperm or germ cell may be inferred from 
the frequency of alcoholic history in the parents of the vic- 
tims of epilepsy, idiocy, imbecility and moral perversion. 
It is likely to manifest itself, too, in an increased predis- 
position to the occurrence of organic disease, in various in- 
fections (particularly tuberculosis), and in various con- 
genital malformations. Ancestral alcoholism is one of the 
causes of inability on the part of the mother to nurse her 
child, a phase of degeneration to which the high rate of 
infant mortality is, in a large measure, to be attributed. 
Alcohol may be traced in the milk within twenty minutes 
of its ingestion, as well as for seven or eight hours after- 
ward. Maternal alcoholism may thus cause acute or 
chronic alcoholic poisoning in the nursing infant. 

The following practices, most of them superstitious, are 
responsible for the direct administration of alcohol to in- 
fants and children : the belief that alcohol will stimulate 
the child's growth, prevalent in Europe; that gin will pre- 
vent colic ; that brandy will appease the crying infant. The 
alcoholic infections are not uncommon; infantile dipso- 
mania is not rare, and has been acquired through parental 
encouragement. The author warns the practitioner against 
indiscriminate prescribing of alcohol for sick or con- 
valescing children without laying stress on the exact 

(1) Jour, of St^te Med., October, 19Q4, 
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amount to be given. The danger of acute alcoholic poison- 
ing by the direct absorption of alcohol from compresses 
used to reduce fever, must be borne in mind. Even alco- 
holic fumes have been known to aflfect youn^ infants. The 
commonest cause of cirrhosis of the liver in children is the 
ingestion of alcohol in repeated doses. There is no evidence 
to show that Bright^s disease or fatty heart is ever pro- 
duced by alcoholic poisoning in the young. Alcohol ex- 
hausts its influence, in the child chiefly upon the nervous 
system, upon the higher nerve-centers, and tends to retard 
development. 

The outcome of the discussion on the therapeutic value 
of alcohol seems to be, that although many individual 
points are still undecided, the weight of evidence makes 
for the view that alcohol, even in small quantities, is a 
toxic drug. Any evidence in favor of the employment of 
alcohol in medicine rests on a clinical foundation. Experi- 
ment has demonstrated that in various infections immu- 
nity is lowered by the use of alcohol. This has been shown 
by Abbot to be true of staphylococci; by Beard, of diph- 
theria, and by Nicloux, of rabies and tetanus. Many physi- 
cians now resort for stimulation to strychnin and caflfein 
rather than to alcohol. The drug is a greater poison to 
the child than to the adult. 

The Examination of 2,500 Atypical Children. During 
the past two years Elias 6. Brown,* who has charge of the 
work for atypical children in the New York city public 
schools, has examined more than 2,500 children. The data 
obtained have been tabulated on cards and the physician has 
followed up the development of each case. Brown states 
that many of the children sent to him -have returned to 
the grades; that about one-fourth required simply special 
coaching; that less than one-twentieth were found to need 
disciplinary training, and less than one per cent were 
recommended for transfer to institutions. The most signifi- 
cant fact to his mind revealed by this examination was that 
about twenty-seven per cent of the children examined were 
found to require treatment in special "training'^ classes for 
what he designates as "major cases.^^ 

(1) Cbarltiea, May 20, 1905. 
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The importance of careful initial classification is par- 
ticularly emphasized by the author. The "coaching'^ 
classes, he holds^ should be designed for children abnormal 
in minor degree, delicate children ("functional defec- 
tives"), suffering from nervousness, anemia, and mal- 
nutrition, or from special defects, such as adenoids or de- 
fective sight or hearing. To the coaching classes should be 
sent also "slow" and backward children. 

The major cases, to whom appeal must be made through 
the senses and by physical activities, are the only ones who 
should be trained by special methods, according to Brown. 
The minor cases, "functional defectives," slow and back- 
ward children, he thinks, should follow as nearly as pos- 
sible the regular methods but at a slower pace. The unruly, 
he believes, require a sympathetic, strong, self-controlled 
teacher, capable of setting a rapid pace without noise, and 
able to inspire her charges to activities along right lines. 
Manual and physical training are important also in these 
disciplinary classes. 

An important feature of the work is the fact that often 
the careful examination of a child enables the school 
authorities or the parents to correct comparatively tem- 
porary conditions which are holding the child back, there- 
by enabling him to continue with his grade. 

The problem of the education of the atypical child con- 
cerns not only the public schools, but very directly the 
community at large. 

In the public schools it is briefly stated as follows : 
* 1. The Problem. 

There is a certain number of children who are not able 
to keep up with the work of the grades. 

2. The Effect. 

(a) These atypical children when in the regular 
grades (being unable to do the work) lack normal compe- 
tition, become discouraged, lose interest, cease to try, and 
degenerate still further in many instances. 

(b) The class teacher is hindered in her work. 

(c) The children of the class are to some extent held 
back — ^the atypical child acting as a drag. 

3. The Solution. 
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The solution of this problem lies in teaching the atypical 
children in special classes. It would be a comparatively 
simple matter if one form of special class would suflBce. It 
is necessary to make the working plan as simple as pos- 
sible for the sake of economy in school management; on 
the other hand economy should not be forced to such an 
extent that the child and the community suffer. Some of 
these unfortunate children (the major defectives) can be 
taught but little through the intellect. Special training is 
necessary. For these the "training class" is formed. Others 
of the atypical children can be taught in the ordinary way 
(directly through the intellect), provided they receive in- 
dividual attention. For these the "coaching class'' is 
formed. The disciplinary cases should be in a class by 
themselves. 

There are now twenty special classes in the city, and the 
effect has proved to be, first, to enable some atypical chil- 
dren to advance (whereas formerly they stood still or 
retrograded), and second to allow the normal children 
(freed from the drag of the dull child) to do better work. 

From the standpoint of the community, the time and 
money spent now to train these unfortunate children is in- 
surance against the extra price -which their neglect would 
cost as measured in an increased number of inmates of 
almshouses and reformatories. 



DIETETICS. 

Difficult cases for treatment, according to T. W. Kilmer,* 
are those of children fed on milk so strong as to cause a 
chronic gastroenteritis, or upon any of the patent foods 
in the market. Babies so misused find anything hard to 
digest and the proteids almost impossible. 

The stomach of such a patient, especially if it vomits 
much, should be washed out daily with warm water by 
means of a small soft rubber catheter and a glass funnel 
and the bowels flushed with a decinormal salt solution, a 
long soft rubber rectal tube being used. 

(1) Medical News, Aug. 13, 1904. 
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It has been the writer's plan to give these babies a weak 
cereal water, like barley water, for a few days, when one 
teaspoonfnl of cow's milk is added to one of the bottles. 
If there are many curds in the stools or much colic, the 
baby is put back on barley water for a while; but, if the 
milk agrees, one teaspoonful is added to every feeding; 
then, after two days, two teaspoonfuls, and so on gradually, 
until the amount the baby can normally take care of is 
reached. 

Not uncommonly a baby of this class cannot assimilate 
the smallest amount of proteid, or he may not take the 
proper food and must be given it by gavage. When the 
baby finds that his stomach is filled whether he likes it or 
not, he soon prefers drinking his meals to having a rubber 
tube pushed down his throat. Vomiting babies who can- 
not retain food given them by the bottle retain it and 
thrive when they receive it by means of gavage. Some 
babies are too weak to take their food any other way. 

When a child's digestion is feeble, he can often assimi- 
late condensed milk to three ounces of barley water. Con- 
densed milk serves as an admirable substitute, when the 
baby's stomach is upset by too much proteid, for a journey, 
or in a region where good cow's milk is not to be obtained ; 
while during the summer it is a boon to the children of 
the poor in a great city. 

Dairy Hygiene. R. C. Newton^ considers the subject 
of dairy hygiene with special reference to the limitation of 
bovine tuberculosis. He notes that wild cattle are free 
from the disease which is curable and preventable in 
domesticated cattle as in man. Experienced dairymen esti- 
mate that 30 per cent of all eastern cows are tuberculous, 
but such figures are uncertain. To eradicate the disease it 
is necessary not only to kill all diseased animals but to in- 
stitute also proper sanitary measures«among dairies. Not 
more than fifty cows should live in one stable. They should 
be exposed to the sun all day, with an air space of 1,200 
cubic feet per cow and they should have regular exercise 
even in the coldest weather. The writer says that, although 
cows with advanced disease may fail to react to the tuber- 

(1) Jour, Am. Mea, Assoc, Jan. 14, 1005. 
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culin test, when the lesion is easily detected by physical 
examination, still the test is, on the whole, reliable. 

The present laws against bovine tuberculosis are inade- 
quate. An owner may have his herd tested by a more or 
less competent veterinarian and may receive one-half the 
value for the cattle condemned to be slaughtered or he may 
remain in blissful ignorance of the real physical state of 
his herd, maintaining a hotbed of infection and dissemi- 
nating tubercle bacilli among the unsuspecting populace. 
'Against the sale of diseased cattle stricter laws are re- 
quired; much of this meat is now sold to the bologna- 
sausage makers. 

The Froblem of a Satisfactory Milk Supply.^ In the 

present experimental stage of the milk problem, the re- 
markable success of one community's effort to get pure 
milk cannot fail to interest the municipalities. The town 
of Montclair, N. J. (population in 1904 about 17,000), 
adopted the rule of thorough investigation followed by 
publicity. This procedure has secured some good results. 
In the Board of Health's report for 1904 detailed and 
candid statements are made concerning the condition of 
the twenty-one chief sources of milk supply and the results, 
chemical and bacterial analyses of monthly samples as 
recorded. The name of the proprietor of the milk route 
is printed in full, as well as the names of the farmers from 
whom the supply is obtained. The comments on the clean- 
liness of surroundings and on various important details of 
conducting the business are so frank that there can be no 
reason for any citizen of Montclair not knowing the kind 
of milk furnished his household. 

Two instances of the candor of this report are, perhaps, 
worth noting: "Albert and Pflug. — As predicted last 
year, this supply has proved unsatisfactory to Montclair 
and gave up the ghost after a little struggle.'^ '^The Puri- 
tan Dairy. — ^W. H. and R. S. Francisco, owners of the 
dairy, have kept it in better condition than usual this year, 
but it is necessary that they make further effort to keep 
down the bacteria and dirt." Other milkmen and proprie- 
tors are admonished to remove manure heaps from the 

(1) Editorial Jour. Am. Med. Assoc, Oct 22, 1004. 
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neighborhood of the dairy^ to discontintie the use of hay 
and straw as litter^ and to use more whitewash. The open 
and public character of these statements and warnings 
must, in a large measure, be responsible for the high de- 
gree of success attained by Montclair and that this suc- 
cess is real is evinced by the analysis reported. In view of 
the general legal requirement in our cities of the butter- 
fat content of 3 per cent, it is noteworthy that only eight 
of the twenty-one Montclair supplies failed to maintain an 
average of 4.5 per cent, and that the lowest average is 4.27 
per cent. The number of bacteria found in nearly all the 
samples of milk is low. 

The following extract from the report just cited is sug- 
gestive reading for citizens of other communities enjoying 
less favorable conditions. ^^After ten years of unremitting 
effort to secure a pure milk supply for Montclair, it is felt 
that in a large measure success has been attained. Most 
of the dairymen are thoroughly aware that it is impossible 
to market an unclean or impure milk in town for the 
simple reason that the public will not buy it. The suc- 
cessful dairymen have brought their plants to a high de- 
gree of perfection and the others are compelled to follow 
their example by the mere forqe of competition. Nearly 
all the men keep their cows in stables, which are ceiled and 
which are cleaned twice daily. The use of straw and 
meadow hay for bedding has been given up by all of the 
best dairymen and by most of the others. The feed is care- 
fully selected, and the cows are kept clean and in good con- 
dition.^' 

Predigetted Legume Flour, Particularly in Atrophic In- 
fants, ^ean flour, according to Edsall and Miller/ in 
which the starch is predigested by means of a diastasic 
ferment, seems to be well digested and absorbed by in- 
fants and adults. An extremely concentrated ' food may 
be given in this way, in fluid and partially digested form ; 
a 20 per cent solution, although fluid, is practically 
equivalent to beefsteak in nutritive value. Its influence 
upon the digestive tract in the cases studied was usually 
distinctly favorable, and its influence upon metabolism in 

(1) Amer. Jour. Med. Sciences, April, 1905. 
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infants and adults is at least equal to that of milk. 
Of fifteen cases treated, one did not gain; one gained 
rapidly, but had an intercurrent illness and the flour was 
stopped ; one gained nine ounces and then almost ceased to 
gain. The others gained as follows: One, fifteen ounces in 
six days; one, thirteen ounces in six days, both continu- 
ing to gain after the bean flour gave out; one, one and a 
half pounds in sixteen days; one, one and a half pounds 
in twenty-three days; one, one and a half pounds in seven- 
teen days; one, over two pounds in four days, and after 
readmission twelve ounces in eleven days; one, one and 
a half pounds in twenty days ; one, twelve ounces in eleven 
days; one, four ounces in three days (then taken home) ; 
one, one pound in seven days; one, one pound in eight 
days; one, one and one-half pounds in three days. All 
these were atrophic infants that had previously been sta- 
tionary or losing in weight. A child of two years, that 
had had persistent and very dangerous disturbance of 
digestion with advanced malnutrition, improved immedi- 
ately. The digestive tract became nearly normal within 
a few days, and the child repeatedly gained over two 
pounds a week. The last mentioned child took nothing but 
bean-flour solution ; the infants took usually about 2| per 
cent of bean flour in milk modifications. 

These results are certainly unusual. They need to be 
controlled in several ways before any definite conclusions 
can be drawn from them, but it seems possible that they 
were due to a special influence of the legume flour on 
metabolism, and, perhaps, to a particular influence of the 
nuclein contained in this flour upon the tissue-building 
processes. 

One point that appears to be of some importance the 
writers have definitely determined : it is easily possible to 
administer in this way as much as 0.75 per cent to 1.0 per 
cent of proteid, a fact of decided importance in those cases 
in which it is diflicult or impossible to administer a proper 
amount of milk proteid. 

It is desirable to test this preparation further in older 
children and adults who are the subjects of malnutrition. 
This will necessitate, however, some method of preparing 



Digitized 



by Google 



DIETETICS. 29 

the bean-flour solution by which it can be pleasantly fla- 
vored, as when unflavored its taste prevents its use with 
older patients for any considerable period. Infants^ how- 
ever, take it readily in milk. 

Diet After the Age of One Tear. Griffith* advises 
that the infant should be weaned from the tenth to the 
twelfth month, gradually, if possible. The bottle only 
should be given weaker than the mother^s milk until the 
child is accustomed to the new food. The number of bot- 
tles and the strength of the mixture are to be slowly in- 
creased until, at the age of a year, the food should con- 
sist of milk only slightly diluted. While being weaned the 
child should be weighed systematically twice a week that 
no loss of weight escape notice. After the child is weaned 
entirely and accustomed to the artificial food, it is well 
to add a concentrated amylaceous substance as barley or 
arrowroot jelly. The proportion of two rounded table- 
spoonfuls of barley flour or arrowroot to a pint of water, 
cooked in a double boiler ten or fifteen minutes, gives the 
proper strength. First one and later several teaspoonfuls 
may be added to each bottle, while the cereal is still hot. 
The intervals between feeding during this period should 
be increased from three hours to three and a half or four 
hours, according to the requirements and habits of the 
child. The amount of nourishment should be from 8 to 
10 ounces at a feeding. 

After the first year Griffith advises the following diet : 

Diet from 1 Year to 18 Months. 

Breakfast (6 to 7 a. m.) — A glass of milk with stale 
bread, or one of the numerous good breakfast foods in it. 
8. Oatmeal, arrowroot, wheaten grit, farina, hominy grits, 
etc., made into a porridge well cooked, with the milk mix- 
ture poured over it. 3. A soft-boiled or poached egg with 
broken bread and a glass of milk. 

Second Meal (10 a. m.) — A glass of milk. 

Dinner (1:30 to 2 p. m.) — 1. Bread moistened with 
dish gravy (no fat), beef tea or beef juice; a glass of 
milk. 2. Bice or grits moistened in the same way; a 

(1) American Medicine, Feb. 4. 1905. 
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glass of milk. 3. A soft-boiled egg and stale bread thinly 
buttered ; a glass of milk. Eice, sago, or tapioca pudding 
or junket, in small quantities as dessert with any of these 
diets. 

Fourth Meal (5 p. m.) — A glass of milk or some bread 
and milk. 

Fifth Meal (9 to 10 p. m.)— A glass of milk. 

Diet feom 18 Months to 2 Years. 

Breakfast (7 a. m.) — 1. A glass of milk with a slice of 
bread and butter or a soda, graham, oatmeal, or similar 
unsweetened biscuit. 2. A soft-boiled egg with bread and 
butter and a glass of milk. 3. Porridge as described in 
the previous list. 

Second Meal (10 a. m.) — 1. Bread, broken in milk. 
2. Bread and butter or a soda or other biscuit with a 
glass of milk. 

Dinner (2 p. m.) — 1. Boiled rice or baked potato, 
mashed, and moistened with dish gravy or beef juice; a 
glass of milk. 2. Mutton or chicken broth with barley 
rice in it; some bread and butter, and some sago or rice 
pudding made with milk. 3. A small portion of minced 
white meat of chicken or turkey, or rare roast beef, beef- 
steak, lamb, mutton, or fish; bread and butter; a glass 
of milk. 

Diet from 2 to 3 Years. 

Breakfast (7 to 8 a. m.) — 1. A small portion of beef- 
steak, oatmeal, hominy grits, wheaten grits, cornmeal, or 
other cereal porridge with plenty of milk. 2. A soft- 
boiled egg, bread and butter, and a glass of milk. 

Second Meal (11 a. m.) — 1. A glass of milk with 
bread and butter or a soda or other biscuit. 2. Bread 
and milk. 3. Chicken or other broth. 

Dinner (2 p. m.) — Eoasted fowl, mutton, or beef, cut 
fine; mashed baked potato with butter or dish gravy; 
bread and butter. As dessert, tapioca, sago, or rice pud- 
ding, junket or a small quantity ef raspberries, peaches, 
grapes without seeds, orange juice, stewed apples or prunes. 

Supper (6 p. m.) — 1. Bread and butter. 2. Milk with 
8oda or similar biscuit, or with bread and butter. 
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Diet After 3 Years (Foods Permitted). 

Meats — Broiled beefsteak, lambchops, and chicken; 
broiled liver; roasted or boiled beef, mutton, lamb, chicken, 
and turkey; broiled or boiled fish; raw or stewed oysters. 

Eggs — Soft-boiled, poached, scrambled, omelet. 

Cereals — Light and not too fresh wheaten and graham 
bread, toast, zweiback, plain, unsweetened biscuit, as oat- 
meal, graham, soda, water, etc.; hominy grits, wheaten 
grits, commeal, barley, rice, oatmeal, macaroni, etc. 

Soups — Plain soups and broth of nearly any kind. 

Vegetables — ^White potatoes, boiled onions, spinach, peas, 
asparagus, except the hard parts, string and other beans, 
salsify, lettuce, stewed celery, young beets, arrowroot, tapi- 
oca, sago, etc. 

Fruits — Nearly all, if stewed and sweetened; of raw 
fruits, peaches are among the best; pears, well ripened, 
and fresh raspberries, strawberries, blackberries, grapes 
without the skin and seeds, oranges. 

Desserts — Light pudding, as rice pudding without 
raisins, bread puddings, etc.; plain custards, wine jelly, 
ice cream, junket. 

Foods to be Taken with Caution. 
Kidney, muffins, hot rolls, sweet potatoes, baked beans, 
squash, turnips, parsnips, carrots, egg-plant, stewed toma- 
toes, green corn, cherries, plums, huckleberries, goose- 
berries, currants. 

Foods to be Avoided. 

Fried food of any kind; griddle cakes; pork, sausage, 
highly seasoned food; pastry, all heavy, doughy, or very 
sweet puddings; unripe, sour, or wilted fruit; bananas, 
pineapples, cucumbers, raw celery, raw tomatoes, cabbage, 
cauliflower, nuts, candies, preserved fruits, jams, tea, cof- 
fee, alcoholic beverages. 

It is important that milk remain the chief article of diet 
throughout early childhood. Broths are serviceable as food 
only through the cereal addition with which they are thick- 
ened. Although rashness in experimenting with new foods 
is to be condemned, too great caution which means the 
continuance of insufficient food is equally harmful. 
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Children should not be fed too frequently or given too 
much starch. The age and need of the child rather than 
the teeth should determine when meat may first he given. 
No food should be permitted between meals, although for 
real hunger a small glass of milk may be given, if not 
allowed to become a habit. During very hot weather the 
diet should be reduced in variety and amount and a child 
of two years may well be put temporarily on the diet of 
a child of one year to avoid illness. 

Standardized Omels: An Application of the Per- 
centage Principle to Omel Feeding. It is very im- 
portant according to Chapin/ to procure some uniform 
standards for the preparation of gruels and to make their 
food values and possibilities better known. 

For the purpose of establishing some such standards 
the writer made a number of different kinds of gruels, and 
then had them assayed in order to show the relative pro- 
portion of tissue-building, and heat and energy-producing 
elements of their composition. Pearl barley, prepared 
barley flour, wheat flour and rolled or flaked oats, such as 
are sold in packages for family use, were used. The Pearl 
barley was boiled for three hours in a saucepan, and then 
strained, a portion remaining on the strainer. The rolled 
oats were cooked for one hour in a double boiler, and 
then strained, a portion likewise remaining on the strainer. 
The barley and wheat flours were cooked for one hour in 
a double boiler, and strained, practically all of the flour 
passing through the strainer into the gruel. The gruels 
thus made were sent to the New York Agricultural Ex- 
periment Station, and the following figures obtained : 

PLAIN GRUELS. 

Tdtal Proteld 

Solids (Nz6.25) 

Pet Pet. 

1 oz. Av. Pearl Barley to quart (32 oz.) 1.483 0.140 

1 oz. Av. Prepared Barley Flour to quart (32 oz.). 2.288 0.195 

1 oz. Ay. Wheat Flour to quart (32 oz.) 2.494 0.331 

1 oz. Av. Rolled Oats to quart (32 oz.) 1.931 0.262 

DEXTRINIZED GRUELS. 

6 oz. Av. Rolled Oats to quart (32 oz.) 10.92 1.47 

6 oz. Ay. Wheat Flour to quart (32 oz.) 15.12 1.81 

It may be safely accepted, however, that 

(1) Medical Record, Feb. 18, 1905. 
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1 level tablespoonful of Pearl Barley weighs ^ oz. avoirdupois. 
1 level tablespoonful of Barley Flour weighs y% oz. avoirdupois. 
1 level tablespoonful of Wheat Flour weighs % oz. avoirdupois. 
1 level tablespoonful of Rolled Oats weighs ^A oz. avoirdupois. 
1 ounce dipper of Pearl Barley weighs % oz. avoirdupois. 
1 ounce 4lpper of Barley Flour weighs % oz. avoirdupois. 
1 ounce dipper of Wheat Flour weighs ^ oz. avoirdupois. 
1 ounce dipper of Boiled Oats weighs % oz. avoirdupois. 

A 16-ounce graduate of wheat flour weighs 8 ounces 
average, and the same measure of rolled oats weighs 5 
ounces. 

From these observations it is possible to construct a 
simple table for use in making gruels of any desired 
strength. In considering cereal gruels in this table, the 
only divisions made are proteids and carbohydrates. 
Cereals contain only small quantities of fat and mineral 
matter, and when made up into gruels the quantity of 
these elements actually present is too small to warrant 
their separate consideration on a percentage basis. 

APPROXIMATE PERCENTAGE COMPOSITION Ot GRUELS. 

Pearl Barley Barley Hour Wheat Floar Rolled Oats 

64 ii 64 la 64 |i 64 ii 
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1 oz. to quart.0.14 1.34 0.193 2.093 0.331 2.161 0.262 1.669 

2 ozs. to quart. 0.28 2.68 0.390 4.186 0.662 4.322 0.524 3.338 



3 ozs. to quart . . 

4 ozs. to quart. 

5 ozs. to quart. 

6 ozs. to quart. 

7 ozs. to quart. 

8 ozs. to quart. 



0.585 6.279 0.993 6.483 0.786 5.007 

0.780 8.372 1.324 8.644 1.048 6.676 

0.975 10.465 1.655 10.805 1.310 8.345 

1.170 10.558 1.986 12.966 1.572 10.014 

1.365 14.651 2.317 15.127 1.834 11.683 

1.560 16.744 2.648 17.288 2.096 13.352 



Plain gruels cannot be made much stronger than two 
ounces to the quart. Dextrinized gruels may be made up 
to as high as eight ounces to the quart. 

The high proteid gruels are of great value in many 
diverse conditions. The author has employed them in per- 
sistent vomiting in patients of all ages; in the enfeebled 
digestive states accompanying typhoid and other fevers, 
and in general exhausted conditions where the digestive 
and assimilative functions are at their lowest ebb. 
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DISEASES OF NUTEITION". 

The BaeMtic Hand. Attention is called by Koplik* 
to a peculiar manifestation of rachitis which might easily 
be mistaken for syphilitic disease of the bones and to 
which he has given the name of the "rachitic'^ hand. Most 
of the infants and children in whom he succeded in demon- 
strating the rachitic hand suffered from marked rachitis 
accompanied by pain in the bones, to a degree suggesting 
syphilis. The phalanges of the finger are thickened and 
bowed, giving a fat appearance to the hand; the fingers 
are longer and more tapering than usual, probably because 
of a laxity of ligamentous structures of the joints or the 
phalanges, the distance between the extremities of the 
phalanges which make up the joints is greater than in 
the normal hand. 

A Hew. Symptom of Bickets. Dukelsky^ describes a 
new sign of rickets which he found in 9 cases, and calls 
it "polypnea," rapid breathing. Eespiration in rickets 
may rise to 118 per minute, although it usually averages 
56-80. The causes of this polypnea are: (1) The pres- 
ence in excess of carbonic acid which irritates the respira- 
tory center, (2) the smaller capacity of the thorax, and 
(3) the higher excitability of the central nervous system. 

With the subsidence of the rachitic condition, inspira- 
tion gradually becomes normal. 

Associated Movements of the Head and Eyes. 

S. McHamill and W. C. Posey^ cite three illustrations 
of associated movements of the head and eyes in rachitic 
children. 

1. A child of three years showed a lateral nystagmus 
of equal excursion in both eyes with a rotary spasm of 
the head, during which the head was turned to the right 
and the chin elevated. This child showed some limitation 
in the excursions of the extraocular muscles, a mild ataxia, 
and some defect of vision. The ataxia and defective vision 



(1) Archives of Pediatrics, October, 1904. 

(2) Wrarchebnaja Gazeta, 1903, No. 12. Abst. In Arch, of 
Ped., Oct., 1904. 

(3) Archives of Pediatrics, June, 1904. 
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were thought to have been confusional in origin. The con- 
dition developed at the unusually late age of three years 
(the majority of such cases occur between the second and 
twelfth months of life). 

2. The movements in this patient began between the 
third and fourth months, and involved the head and eyes. 
They were equal on both sides. The child had inter- 
mittent spasmodic contractions of the muscles of the back 
of the neck. 

3. There were no head movements in this child and 
the nystagmus, mainly in the right eye, was supposed to 
have existed since the third month of life. In this case 
vertical vibratory movements of the upper eyelid were 
produced once or twice on an attempt at sudden fixation. 

The underlying factor of these cases is thought to have 
been rickets. Hedden's theory as to the nature of the 
movements is accepted by the authors. 

Vephritis in Infantile Scurvy. According to StilP 
the occurrence of hematuria and albuminuria in infantile 
scurvy is well recognized and two cases are reported by 
him to show that infantile scurvy may produce not only 
albuminuria or hematuria but also actual nephritis. 

Case 1. — ^A girl of 11 months, who had been wasting 
for two months, had been fed for ten months on unsweet- 
ened milk, then for the last two months on fresh milk 
boiled and mixed with Allenburys' Food No. 3. When seen 
(Feb. 10, 1903) the infant was emaciated, with sallow, 
dry skin; the legs were "puffy ,^* especially over the feet; 
two upper and two lower incisors were present and the 
gums around these teeth swollen and deep violet-purple; 
the urine was slightly red and showed many blood cor- 
puscles, some leucocytes, "a moderate cloud of albumin,^' 
but no casts. After eight days of treatment with potato 
cream, orange juice, unboiled milk, and raw meat juice, 
the gums had almost entirely lost the purple discoloration 
and were much less swollen. On Feb. 20 the urine was 
no longer red and contained only a few blood corpuscles. 
In spite of this diminution of blood, the albumin had 
greatly increased and microscopic examination showed, 

(1) Lancet, Aug. 13, 1904. 
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without centrifuge, many tube-casts, granular hyaline, and 
epithelial. On the 26th the urine still contained a large 
amount of albumin; blood corpuscles were found with 
difficulty, the number of tube-casts was less, but hyaline 
and granular casts were still present. The infant was 
much better in every way. On March 4 she seemed quite 
recovered from the scurvy but there was still ^^a cloud 
of albumin." From this date no casts were found but 
a slight cloud of albumin persisted, and when the infant 
was last seen, 16 months after the scurvy, there was a trace 
of albumin in the urine. 

Case 2. — A boy, aged 8 months, had been fed on the 
Allenburys' Food since the age of four weeks (except for 
a period of six weeks during which he had Benger^s food 
made with cow's milk). Seen on April 28, he showed 
marked proptosis and outward displacement of the left 
eye; he cried piteously when the legs were moved; there 
was slight hemorrhage in the gum behind the one lower in- 
cisor present ; there was no general edema. Treatment was 
begun at once with potato-cream, orange juice, etc. On 
May 3 the urine showed a precipitate of albumin evidently 
much greater than could be accounted for by the few 
blood corpuscles discovered by the microscope. A large 
number of casts, epithelial, granular and hyaline, were 
noted without centrifuge. On the 20th a second specimen 
of urine showed no blood but some albumin and still 
epithelial and granular casts, although not nearly so many 
as before and found only with the centrifuge. On the 
23d, when the infant seemed quite well, the urine still 
showed a definite cloud of albumin but no casts. On 
June 9 there was still a trace of albumin in the urine but 
no blood and no casts.- 

The noteworthy point in these two cases of nephritis 
with infantile scurvy was the latency of the nephritis, for 
apart from the examination of the urine there was nothing 
to lead one to suspect the presence of nephritis. This is 
not peculiar to nephritis with scurvy but is noticeable in 
nephritis with various other conditions. 

According to Still nephritis complicating scurvy may be 
secondary and caused, perhaps, by toxic products of the 
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disturbed metabolism. It may not be necessary, however, 
to assume such an irritant as the exciting cause of nephri- 
tis, for Sir Thomas Barlow has pointed out that the inter- 
stitial hemorrhages sometimes found in the kidneys in 
fatal cases of infantile scurvy may cause suflScient inflam- 
matory reaction to produce the renal inflammation. 

E. Neter^ calls attention to the fact that a hematuria 
may be the only evident sign of Barlow's disease. He 
reports a typical case in a well-developed eight-month-old 
infant fed for four months entirely upon malted foods. 
Although the child seemed unwell the only result of ex- 
amination was the finding of blood in the urine and 
diagnosis of scurvy was made by exclusion. The child was 
put on a diet of raw milk and in eight days was better; 
no more blood was found in the urine. The author sug- 
gests when hematuria is present and all other bladder 
or kidney troubles can be excluded, scurvy should be sus- 
pected. In doubtful cases proper antiscorbutic treatment 
will aid in confirming the diagnosis. 

Infantile Scurvy in Berlin. Neumann* attributes 
the increase of Barlow^s disease, noted in Berlin in recent 
years, to the fact that many of the large dairies are 
pasteurizing their milk. Formerly only special milk sup- 
plied to the better classes was subjected to this process, but 
lately it has been found advantageous to treat a large 
share of the general supply in this way. In consequence 
the milk boiled again after delivery is often treated to such 
a degree as to derange nutrition among infants. Pasteur- 
ized milk, vended in the streets, is exposed to so much risk 
of contamination that it must be boiled before use and is 
then likely to be u^fit food. When milk is not pasteurized 
there is no objection to boiling it and pasteurized milk 
delivered in bottles does not require boiling. The con- 
sumer should therefore be informed whether the milk has 
been heated and, if so, to what degree, because without 
this knowledge he cannot determine the treatment the 
product should receive before use. The author recom- 
mends that milk producers be compelled to indicate when 
milk has been pasteurized. 

(1) Deutsche medlzlnlsche Wochensclirlft May 5, 1904. 

(2) Berliner kUnlsche Woch., Jan. 2, 1909. 
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Osteogenesis Imperfecta (So-Called Fragilitas Os- 
sium.) According to Nathan^ osteogenesis imperfecta has 
been fairly well known to pathologists for some time; 
but, as the cases reported under the name of osteogenesis 
imperfecta were practically all confined to still born or 
premature infants, it has not, up to the present time, 
been recognized or studied by the clinician. Nathan re- 
ports two cases, and has collected the data of others from 
the literature. His studies show that idiopathic fragili- 
tas ossium and osteogenesis imperfecta are two names for 
the same condition, and that, contrary to the general 
opinion, the infant may survive fetal life and grow up to 
maturity. His description of the disease is very compre- 
hensive. 

The general appearance of the new-bom infant or fetus 
with osteogenesis imperfecta resembles somewhat that of 
the chondrodystrophic individual. A resemblance which 
is merely superficial, being confined entirely to thickened 
skin and subcutaneous tissues. The skin and subderma in 
osteogenesis imperfecta, however, are not nearly so uni- 
iormly affected as in chondrodystrophia. In osteogenesis 
imperfecta the extremities are not shortened, but much 
bent and deformed, and so brittle that the slightest vio- 
lence results in fracture. Not infrequently there are intra- 
uterine fractures which may be recent and present the 
ordinary signs of fracture, or may be firmly united and be 
indicated only by the presence of abundant calluses. These 
latter may be so numerous that they give the bone a pecu- 
liar nodular appearance. The intrauterine fractures may 
cause much malformation but they unite firmly. The 
fragility of the bones is not. confined to the extremities, but 
extends to all the bones of the body. Thus, the spinal 
column is soft and friable, presenting anteroposterior or 
lateral deviations; the ribs and clavicle are often frac- 
tured. In fact, the entire skeleton shows a more or less 
markedly diminished stability. Here ossification of the 
cranial vault is always defective. 

The new-born infant is, as a rule, very weak, and is, 
therefore, generally very carefully handled. In this event 

(1) Amer. Jour, of Med. Sciences, Jan., 1905. 
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it may escape fractures for some time, but as soon as it is 
less carefully handled, the extreme fragility of the bones 
becomes manifest. 

In spite of the diflBculties encountered, nearly all those 
infants that survive early childhood learn to walk. There 
can be no doubt that the fragility, though it never entirely 
disappears, diminishes somewhat with age. Sooner or later 
the cranial sutures, including the frontal, ossify and the 
fontanelles close. Undoubtedly fracture of the bones is 
less frequent after puberty than before. 

The differential diagnosis of osteogenesis imperfecta is 
comparatively easy. The condition may be mistaken for 
chondrodystrophia fetalis. In chondrodystrophia fetalis 
there is a decided prognathus or a flattening of the whole 
nasal region, the cranial sutures are normal or prematurely 
synostosed, the extremities shortened, the bones dense and 
hard, and, aside from a slight bowing of the legs, not de- 
formed. In later life there is no danger of confusing the 
two diseases, since the adult chondrodystrophic individuals 
are dwarfs, with very short extremities and with abso- 
lutely no predisposition to fractures. 

Osteogenesis imperfecta may readily be differentiated 
from rachitis. In the former there is no beading of the 
rib, no enlarged epiphyses, no gastrointestinal or nervous 
disturbance. Osteogenesis imperfecta is always congenital, 
while rachitis is not. 

Osteomalacia is a disease which occurs after puberty, 
and besides, presents other symptoms not present in osteo- 
genesis imperfecta. Sarcoma and osteomyelitis are gener- 
ally localized in a single bone, and have easily recognizable 
diagnostic signs. The same is true of the multiple frac- 
tures associated with nervous diseases and insanity. In 
rare instances there is a possibility that syphilitic epiphysi- 
tis in a new-bom infant with a separated epiphysis, which 
is mistaken for a fracture, may be confused with osteo- 
genesis imperfecta. However, the other symptoms of con- 
genital syphilis, which soon appear, readily clear up the 
diagnosis. 

In cases of hereditary syphilis seen in later childhood, 
the differential diagnosis may not be so easy. Syphilitic 
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children often have delicate bones, and are liable to frac- 
tures. . These fractures do not, however, occur so frequently, 
nor are they produced by such insignificant violence as 
are those of osteogenesis imperfecta. Moreover, they do 
not occur during early infancy, but begin to appear 
at or about puberty. As they are attended by the inflam- 
matory reaction and pain characteristic of fractures in 
normal individuals, and accordingly receive the appro- 
priate treatment, syphilitic individuals do not present the 
numerous and grotesque deformities of those suffering 
from osteogenesis imperfecta. Besides, these individuals 
show the stigmata of heredosyphilitic degeneration. 

The cause and pathogenesis of osteogenesis imperfecta 
are as yet complete mysteries. In some instances the dis- 
ease seems to be hereditary. 

The treatment consists simply in placing the patient in 
such a position to avoid fracture. If the disease is mild, 
the application of the proper braces will be of benefit only 
in that they protect the limbs from fracture. 

DISEASES OF THE GASTROINTESTINAL TRACT. 

Diseases of the Stomach. General Review. Cohnheim 
and Soetbeer assert that dogs, in whose stomachs 
an opening was made on the 18th day of life, secreted 
gastric juice containing free IICl. They insist that suck- 
ing at the mother's breast is important for the ptoduction 
of gastric juice, that the mere act of sucking is essential 
to the digestive process and passive feeding injurious. 
(Pfaundler.) For this reason the nipple's construction is 
of hygienic significance to bottle-fed babies, and, as the 
rubber ones in present use are not satisfactory, many plans 
for . improvement are offered. Hochsinger recommends 
Fuerst's ventilated nipple, which seems to achieve the same 
results as the complicated one of Adolf Schmidt; Bischof- 
swerder proposes a slit-like instead of the circular perfora- 
tion; Lewy suggests making several fine openings; but 
none of these methods has met with favor in practice and 
the old fashion of perforating an ordinary rubber nipple 
with fine holes seems the best after all. 

(1) Arthur Mayer, Patliologle u. Theraple der KlndUclien Ver- 
dauungs Organe, etc. 
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When, as happens with soijie breast-fed babies, the suck- 
ling reflex does not act as usual, very long nipple-shields 
must be used at first. 

The exhaustive researches of Meyer (to single out one 
of the numerous works on the secretion of sucklings^ stom- 
achs and the reaction of their contents) have been with- 
out much practical value, except to prove that the amount 
of acid and pepsin is much smaller in sucklings than in 
adults and that the constituents of the gastric juice are in 
about the same proportion at a given age whether the child 
is fed water, barley-water, physiolo^c salt solution, Nestle's 
food, or other food. Fischer found a lack of HCl in 
atrophic children but an abundance of organic acids, and 
Hecker a lack of HCl in children suffering from digestive 
disturbances with an abundance of organic acids, while 
EjQoepfelmacher reports a case of hyperchlorhydria. It is 
interesting to note that this last child was cured by gastric 
lavage with Karlsbad water and an exclusive milk diet, 
and the case is of further interest in its relation to the 
pathogenesis of so-called congenital stenosis of the pylorus. 

The formation of gas in the stomach is closely allied 
with fermentative processes. Among a number of children 
suffering from mild dyspepsias, where the intestine was 
more affected than the stomach, gas was found in the 
stomach as among healthy children; but, when the dis- 
turbance was serious, the appetite poor and the motor ac- 
tivity lowered there was much more carbonic acid, due, as 
Leo holds, to stagnation of the ingesta. In children with 
chronic enteritis, where the intestinal symptoms were con- 
spicious, there were besides 0, N and CO^, hydrogen and 
marsh gas, products probably of bacterial action in the 
stomach. These gases are not present normally, and 
possibly in special cases they find their way into 
the stomach by retro-peristaltic movements of the 
intestine. The manner of feeding has no bearing on 
the formation of gases in the stomach, as in the intes- 
tines. Leo remarks that lowering of the stomach's motor 
activity is essential to the formation of gas ; Fischer notes 
that the motor function is noticeably disturbed in dyspeptic 
children, and Czerny and Keller that pathologic atony is 
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associated with this physiologic lowering of the motor 
activity it is feebler among bottle babies than sucklings. 
When it is evident why there is alarming stagnation with 
all its consequences. Hecker's investigations by the 
Pentzold-Faber method into the resorptive capacity of the 
sick child^s stomach were valuable. The peculiarly rapid 
absorption in the child's stomach before the fourth year 
makes conspicuous the retarded absorption of acute gastro- 
enteritis and dyspepsia ; in acute enteritis, also, absorption 
is checked, although not to so great a degree. The seri- 
ousness of chronic disorders is proportionate to the dimin- 
ished power of absorption; in mild disturbances the ab- 
sorption is normal; indeed, it is not invariably affected 
when the digestive tract is disturbed, but the stomach 
always is — in acute colitis, for example, the chemistry of 
the stomach is seriously modified, but the conditions of 
absorption remain normal. 

Among older children an odd form of vomiting has been 
observed; sometimes several of one family fall ill, present 
nausea and slight rise in temperature and vomit 
incessantly. Acetone is present in the breath and urine. 
This condition lasts five or six days before recovery, which 
usually occurs. These symptoms appear alone or in 
the course of other diseases; in weak infants there are 
occasionally a slight swelling of the liver, somewhat sunken 
abdomen, irregular breathing and obstipation. Some be- 
lieve that this peculiar affection and syphilitic vomiting in 
childhood are related. It is difficult to explain whether the 
acetone is a cause or symptom of the disorder. It is note- 
worthy that Edsall some time before the attack detected 
in the urine acetic acid, acetone and oxybutyric acid, whose 
presence suggests an acid intoxication. This hypothesis he 
finds confirmed by his success in treating the disease with 
large doses of carbonate x)f soda. Others prescribe lavage 
of the stomach at regular intervals. 

There is still an unjustifiable prejudice against the 
use of sound in children, especially in sucklings ; Huebner 
wisely emphasizes its usefulness in the therapy of acute 
gastric diseases, because there is no means so rapid and 
harmless for freeing the child's stomach of stagnating mat- 
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ter. A lukewarm physiologic salt solution or 0.7 per cent 
solution of bicarbonate of soda is used, never pure water, 
which hardens the epithelium of the stomach. Stein- 
hardt notes improvement b}'^ gastric lavage in many cases 
of gastro-enteritis. When they are chronic much success 
cannot be expected, although children whose appetite is 
poor, vitality lowered and weight decreasing are bene- 
fited when the lavage is followed by injection of 20-30 c.c. 
warm Karlsbad water. Contra-indications in adults are of 
little significance in children. 

Ulcer of the stomach in its typical form is rare in the 
first decade. Kraft observed in two children, one 15 
months old, the other only 3 months, a fatal hematemesis, 
after gastro-enteritic symptoms which had lasted from 
eight to fourteen days. In both children crater-like ulcera- 
tions the size of a pinhead were found in the mucous mem- 
brane of the ventricle, and in the branches of the arteries 
emboli of capsulated diplococci, which closely resembled 
pneumococci. Kraft considers the source of the emboli 
an otitis media, in which the same germs were found. 

Although all authorities regard gastroptosis as a disease 
for which there is hereditary predisposition, few instances 
in childhood have been reported. Krasnobajew thinks it is 
not rare but is overlooked, because attention is not directed 
to the chemistry and motive conditions of the stomach. A 
symptom to be noted in the differential diagnosis is dilata- 
tion of the stomach, because, although it is not so con- 
spicuous as among adults, it is common, especially among 
artificially-fed children. General weakness of the organ- 
ism, rachitis, scrofula and lowering of the vitality after 
acute or chronic diseases, are favorable conditions for the 
development of serious forms of gastrectasia. Gastrec- 
tasia is especially frequent among children of the richer 
classes ; among the poor is found at most megalogastria, a 
large stomach with sufficient motor power and layers of 
muscles. In a thousand dispensary cases Philippow saw 
two or three affected with dilatation of the stomach, in 
wealthier circles more than 5 per cent. 

In children the diagnosis presents more difficulties than 
in adults because of the great care necessary in intro- 
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ducing the sound and inflating the stomach. Philippow 
regards as pathognomonic splashing repeatedly noticed on 
succussion at the navel several hours after eating and 
resorts to auscultation and percussion of the empty or 
slightly filled stomach as supplementary. If these physical 
findings are combined with the recognized symptoms, a 
more or less serious form of atonic dilatation of the stom- 
ach may usually be assumed. 

The diet must be so regulated that its quantity is dimin- 
ished but its nutritive quality increased ; the dyspeptic and 
catarrhal symptoms must be cured, and, finally, by internal 
remedies, massage and gymnastics the motor power of the 
digestive tract must be raised and the dilated stomlach and 
intestines reduced to normal limits. An energetic general 
treatment in summer, including sea-baths and in winter 
massage, is Indispensable. Parents must be prepared to 
see all symptoms return, when the children resume their 
old habits. 

Physicians have lately directed their attention to the 
peculiar disorder of the stomach described as congenital 
hypertrophic stenosis of the pylorus. While up to 1899 
only forty-one cases were reported (collection of 
Neurath), since then the disease has been observed com- 
paratively often. As the many names under which it is 
diagnosed indicate, the character of the disease is not 
understood. All writers describe the same clinical symp- 
toms. In spite of being fed with every precaution and^ 
of receiving the smallest possible quantities of food, the 
children, apparently healthy, strong sucklings, vomit 
increasing quantities of unchanged food, sometimes stag- 
nating, foul material (Heubner), which never, howtever, 
contains bile (Weill and Pehu). That only little lood 
reaches the intestine is manifest from the obstinate' consti- 
pation, meager feces and small secretion of urine. From 
time to time a retro-peristaltic wave is plainly perceived 
passing from the left to the right wall of the thorax across 
the epigastrium, and now and then is felt a tumor under 
the liver, which at autopsy proves to be the puflEy pylorus 
(Heubner, Hausy). Often the search for the tumor is 
vain; its existence, although of diagnostic value, is not 
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essentialble. The patients become emaciated, some starve 
in spite of all dietetic attempts; others without any ap- 
parent reason finally begin to retain small quantities of 
food, improve from day to day, and recover. For children 
of the better classes this is the usual outcome (Heubner), 
but children in hospitals after recovery frequently suc- 
cumb to a secondary infection of the intestines (Heubner) 
or sepsis (Freund). In children who recover the disease 
rarely leaves a trace, although Heubner reports in one sen- 
sitiveness of the stomach, and Hausy and Freund in older 
sucklings a disease presenting a clinical picture like 
stenosis of the pylorus, the result possibly of an earlier 
attack. Once at autopsy a typical, funnel-shaped round 
ulcer was found in the duodenum behind the tumor-like 
contracted pylorus with perforation and circumscribed 
purulent peritonitis (Freund). Under favorable circum- 
stances the diagnosis can be made at a glance (Braun) but 
it is rarely positive (Franke). 

The disease is difficult to explain and was attributed to 
hyperplasia by Hirschsprung and to myoma by Loebker, 
but now by most authors to hypertrophy. Pfaundler 
opposes this theory and explains his findings at autopsies as 
a neuro-spastic contraction of the pyloric muscles, which 
show no organic alterations. Meinhard Schmidt concurs 
in this view and compares the spasm of the pylorus with 
that of the eyelids, vaginismus, and tenesmus in anal fis- 
sures ; as in the anus, there may be in the pylorus a fissure 
of the mucous membrane to cause the spasm, or milk 
coagula may adhere to the mucous membrane and irritate 
the muscles until they contract. Other authorities are 
unanimous in referring their autopsy findings to hyper- 
trophy of the musculature, some of the circular muscles 
(Hirschsprung), others of the longitudinal muscled 
(Heubner), and others of the entire musculature, with in- 
volvement of the connective tissue and the submucosa. The 
hypertrophic, puffy pylorus is wedged in the duodenum 
and penetrable only by the finest sounds. The intestines 
are generally empty and contracted and the stomach en- 
larged. When children who had recovered from this dis- 
ease died of another, autopsy revealed the same conditions. 
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Hereditary predisposition seems important in the 
etiology (Freund, Koeppen, Ibrahim, Schotten), as sev- 
eral children of one family have suffered from the disease, 
but the cause of this hereditary predisposition has not been 
ascertained. Some significance has been attached to the 
quantity or quality of food (Pritchard). One of Heub- 
ner's cases drew only three hundred and fifty grams in 
twenty-four hours from the breast. Variof s supposition 
that an element may exist in the milk to provoke the spasnj 
is hardly plausible. Numerous trials with all kinds of 
food were ineffectual, and besides ntost of the infants were 
breast-fed. That mother^s milk does not readily combine 
with acids may be suggestive. Freund and Knoepfel- 
macher, in fact, have observed a high degree of acidity, a 
large amount of free HCl in especial — which, though 
not true of all cases, warrants the belief that in a peculiar 
nervous disposition irritation by strong acid occasions the 
spasm. 

Since the cause of this disorder has vainly been sought 
in extra-uterine life, it seems possible that the origin is 
congenital, as partisans of the hypertrophy side declare. 
The comparatively frequent association of stenosis of 
the pylorus with deformities resulting from arrested de- 
velopment of the intestinal tract, as Trantenroth points 
out, would then be explained. In one of Schotten^s cases 
there was also congenital shortening of the mesentery. It 
is possible to consider hypertrophy a peculiar congenital 
abnormality (Loebker, Hirschsprung, Cantley, Hausy). 
Trantenroth, from clinical and anatomic considerations, 
also assumes a congenital cause. The fact that the clinical 
symptoms do not appear until long after birth does not 
nullify this assumption, because of the stricture of the 
pylorus might become apparent only as the quantity of 
food is increased. 

Quite contrary is Thomson's theory that the complexus 
of symptoms points to a reflex neurosis beginning in fetal 
life. The contractions of the pyloric musculature become 
more and more frequent and gradually lead to compen- 
satory hypertrophy. There is nervous incoordinate action 
of the muscles at first (Pritchard). 
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Heubner proves by his experience that dietetic therapy 
may effect a cure and discourages operative intervention. 
He suggests feeding the patient as much as he may wish 
every three hours; some food will be retained and starva- 
tion avoided. He advises warm gruel poultices on the up- 
per abdomen and emptying the colon with injections 
as high as practicable, tincture of valerian several times a 
day and a small dose of opium in milk. He fpund no 
benefit in washing out the §tomach, as Hirschsprung recom- 
mends. Knoepfelmacher, consistently with his theory, 
adds alkali to cow^s milk and when he fails in this tries 
condensed milk. In three cases this treatment was effec- 
tive ; in others, apparently similar, useless. Freund recom- 
mends Pegnin-milk, Koeppen soup or Liebig soup ; Rolles- 
ton proposes to spare the stomach altogether and to feed 
per rectum. 

Becurrent Vomiting. According to B. K. Eachford,* 
recurrent vomiting is a symptom group closely related to 
migraine. It is autotoxic in origin and characterized by 
recurrent attacks of nausea, persistent vomiting, and great 
prostration. It usually occurs during infancy and child- 
hood, perhaps, appearing as early as the third month but is 
more common between the third and tenth year. There is 
a tendency to spontaneous recovery but the attacks may 
continue into adult life or be transformed into migraine. 

Heredity is the most important predisposing factor and 
a family history of migraine or gout is present in nearly 
every case. Constipation, mental overwork, and nerve ex- 
citement, when combined with an indoor life and confine- 
ment in ill-ventilated school-rooms, are important predis- 
posing factors. Mental and physical fatigue, mental ex- 
citement, nervous strain, fright, anger and disappointment 
are common exciting causes, as well as intestinal toxemia, 
and reflex irritation from the intestinal canal, the eye, 
nasopharynx, and genitourinary organs. Over-eating can 
not be disregarded and acid fruits, vegetables, berries, and 
wines may precipitate the attack. 

Prodromes are almost always present, sometimes a few 
days before an attack, sometimes only a few hours, and 

(1) Archives of Pediatrics, Dec, 1904. 
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among the more constant warning symptoms are flushings 
of the cheek, coryza, general restlessness, nervous irrita- 
bility, sleeplessness, sallowness of complexion, dark rings 
under the eyes, general malaise, constipation, coated 
tongue, a peculiar odor to the breath, and loss of appetite. 

The prodromes are followed after 6 to 48 hours by vom- 
iting, the most prominent and characteristic symptom. At 
first only food is rejected, but in a few hours (6 to 24), 
everything taken into the stomach, as well as bile and 
mucus, somtimes tinged with blood, are expelled and the 
nausea is more or less constant. In severe cases the vomit- 
ing is accompanied by violent retching and is oft-repeated 
without apparent cause. The distressing vomiting may con- 
tinue from one to six days and then disappear as suddenly 
as it came, immediately followed by convalescence, perhaps 
manifesting no gastric symptoms until the next attack, 
which may recur within a month,, although the interval 
is usually from one to six months. Subsequent attacks are 
similar in their symptomatology to the first. 

Obstinate constipation, great thirst, marked emaciation 
are characteristic. The urine is concentrated and strongly 
acid in reaction. Acetone and indican are present in all 
of the severe cases and recently Edsall found diacetic and 
oxybutyric acid. 

In the first attack the condition is commonly mistaken 
for a ptomain or other toxic gastritis but the intestinal 
symptoms, which develop in gastritis, and in this disease 
the cessation of the vomiting under starvation and proper 
treatment should determine the diagnosis. Intestinal ob- 
struction, as Griffith suggests, may offer the greatest diffi- 
culty in diflEerential diagnosis but the absence of any 
tumor, pain, and bloody mucus in the stool, with the 
presence of the characteristic symptom group above de- 
scribed, should be sufficient to clear the matter. 

The prognosis, so far as recovery from the attack is con- 
cerned, is good and under proper treatment the attacks 
cease, and the child's general neurotic condition greatly 
improves but, unless treated, the attacks may be trans- 
formed into migraine or epilepsy. 

When discovered in the prodromal stage, J grain of cal- 
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omel and 5 grains of bicarbonate of soda should be given 
every half hour until 2 grains of calomel are taken and, 
if the stomach is not too irritable, the calomel should be 
followed in two or three hours by a saline laxative and 
four or five hours later by 3 to 8 grain doses of benzoate 
of soda dissolved in essence of pepsin and peppermint 
water given every two or three hours. No food should be 
allowed but water if the stomach will retain it. If food 
and water cannot be retained a high rectal enema of 
physiologic salt solution or bicarbonate of soda solution, a 
tablespoonful to the pint of water is advisable every eight 
or twelve hours. When prostration is extreme and stimu- 
lation strongly indicated, sterile physiologic salt solution 
may be injected into the subcutaneous tissues. In aggra- 
vated cases of this sort morphin hypodermically, in small 
doses of from 1-10 to 1-20 of a grain, according to the age 
of the patient sometimes becomes necessary. 

It will be noticed that many children suffering in this 
way, prefer to lead an indoor life and intellectual pursuits 
but they must be induced to lead an outdoor life, with 
moderate exercise in the open air and in a suitable climate. 
They should be taken out of school, living as quietly as 
possible and protected from mental stimulation, nervous 
excitement, and all forms of mental and physical fatigue 
for a number of years or until their physical and nervous 
condition justifies a return to the ordinary routine of child 
life. 

The diet should be carefully restricted and selected. At 
first all raw fruits, acid vegetables — as rhubarb and toma- 
toes — salads, tea, coffee, beef-juice, beef-tea, and alcohol 
are to be avoided, and beef and sweets stintingly permitted. 
The following foods may be. allowed : Milk, cocoa, vege- 
table soups, cereals, well-cooked vegetables, cooked fruits, 
eggs, fish, chicken, mutton, and occasionally beef. As these 
patients usually have in the interval between the attacks 
abnormally large appetites, they should be carefully 
guarded against taking an excess of food of any kind and 
taught to cultivate the habit of drinking water between 
meals. 

Constipation, which is constantly present in this condi- 
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tion, should be relieved by palatable solutions of sulphate 
and phosphate of soda for which palatable mixtures of 
rhubarb and cascara sagrada may later be substituted. For 
patients of feeble constitution, so situated that an outdoor 
life with moderate exercise is impossible, general massage 
is a. valuable remedy. 

In the medical treatment of this condition, however, the 
wintergreen, salicylate of soda and the benzoate of soda, put 
up in palatable solution and of a dose to suit the age of 
the child, are valuable remedies. 

Intermittent HypercMorhydria as an Occasional Cause 
of Eecnrrent Vomiting. Snow,^ in reporting five cases 
of recurrent vomiting, remarks, it is strange that in illness 
whose main symptom is vomiting so few accurate analyses 
are made of the vomited matter. In four of his cases the 
fluid vomited was apparently pure gastric juice, containing 
an excess of free HCl and mucus, and in the fifth the 
hyperacidity was due to combined chlorids. He inclines to 
the belief that some cases of recurrent vomiting are the 
result of intermittent hypersecretion of highly acid gastric 
juice. 

Shaw and Tribe^ describe a case of recurrent vomiting 
in a girl of 11 years. Ever since the age of three years 
the child had suffered from periodic attacks of severe 
vomiting, seven attacks in all, coming on apparently with- 
out any cause or warning. The vomiting lasted on and 
off for a month on each occasion, producing extreme loss 
of flesh and weakness. The attacks passed off rapidly when 
improvement once began, and weight and strength were 
quickly restored. The attack from which she was suffer- 
ing on admission to the hospital had lasted longer than 
usual. 

On admission, she was found to be extremely wasted, 
weight 10^ lbs., very listless. Nothing abnormal was 
found in any system beyond the fact that the teeth 
were carious, that the neck and body were very much 
pigmented and the abdomen markedly hollowed. Acetone 
was present in the urine in large amount and diacetic 

(1) Amer. Jour. Med. Sciences, Dec, 1904. 

(2) Brit. Med. Journal, Feb. 18, 1905. 
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and B-oxybutyric acids were also detected. The tempera- 
ture during the first 24 days was subnormal; after the 
administration of bicarbonate of soda the temperature be- 
came normal, and once or twice it rose to 101° F.; the 
pulse at first was slow but with improvement rose to nor- 
mal and even to 144 per minute. 

The following table shows the method and result of 
treatment : 



Period. 



. First 2 to 8 days 
2nd period 11 



3d 
Ith 

6th 



14 • 
17' 

10* 



Treatmeat. 



Nothing special 

Bectol feeding 

onlj 

Rectal and 

mouth feeding 

Month feed and 

sod. bicarb, no 

rec. feed. 

Mouth feed, ne 

sod. bicarb, no 

rec. feed. 



^o. of timea 
yomlted. 



8-4 times a daj 
itimeatnlldays 

8 times in 14 days 

11 times in 17 
days 

17 times in 10 
days 



ATerage Fre- 
quency. 



Weight at end of 
each period. 



Every 3 to 4 hrs. 
Once every 2 % 

days. 
Once every 1 \ 

days. 
Once every 16-11 

days. 

Once every 10-17 
days. 



IstlOlb. 6oz. 
I8tl2 1b. 7oz. 
Oatn21b. loz. 
iBt 13 lb. 12 oz. 
Oaln 1 lb. 6 oz. 
2d lib. loz. 
GainUb. 6«z. 

2d 2 lb. 6 oz. 
Oain 1 lb. 4 oz. 



It will be noticed that whatever line of treatment was 
carried out the weight increased, though we must admit 
that the subsequent history shows that when the child re- 
turned home all her former wasting and vomiting re- 
curred. Kectal feeding alone produced marked improve- 
ment, but the development of considerable local irritation 
led to their abandoning this form of treatment. It was. 
noticed that the child vomited more frequently during the 
period in which sodium bicarbonate was being admin- 
istered, though, as already mentioned, gain in weight was 
progressive, but not at the same rate as in other periods. 

The following cases are reported by Langmead^ : 1. A 
girl in eight weeks had four attacks, when vomiting was 
almost incessant, and the child was drowsy and thirsty ; 
the bowels were said to have been regular and the urine 
scanty; the breath was always offensive, especially in the 
morning; after each attack the child was mottled by a 
"measly rash.'^ 

On admission to the hospital she was found fairly well 
nourished but looked extremely ill. The eyes were heavy 
an d sunken ; the breath was offensive and smelled strong 

(1) Brit. Med. Journal, Feb. 18, 1905. 
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of acetone; the tongue was coated and dry; the tempera- 
ture was 99, the pulse 160, and the respiration 32. The 
patient took little notice of her surroundings and con- 
tinually cried for water, which she was unable to retain. 
The abdomen was moderately distended ' but nothing ab- 
normal could be felt except that the liver edge reached two 
finger breadths below the costal margin. The urine was 
acid and contained no sugar; it was not tested for ace- 
tone. 

Every three hours, 4 oz. of salt solution were injected by 
the rectum, and the stomach washed out. The child con- 
tinued to vomit and collapsed and her temperature dropped 
to 96° F.; later in the day she grew restless and after 
a morphin hypodermic became drowsy. The next day she 
began to recover and her convalescence was so rapid that 
in a week she was discharged. On one occasion a faint 
trace of albumin had been found in the urine. 

Six weeks later the child was readmitted for her fifth 
attack, which began, as the others had, with watery diar- 
rhea, some abdominal pain, and headache. After one 
spell of vomiting, diarrhea and vomiting ceased for twelve 
hours. Then the vomiting set in again, becoming almost 
incessant, while the diarrnea gave place to absolute con- 
stipation. This continued and the next day she became 
drowsy and gradually lost consciousness. The urine, 
which was known to contain acetone and a cloud of albu- 
min, was now tested for diacetic acid and showed a great 
quantity. About sixty hours after the onset the temper- 
ature began to rise, the respirations became like those of 
diabetic coma and the pulse became very feeble. The 
patient had five general convulsions and died with a tem- 
perature of 110° F. Rectal salines and brandy had been 
used and sodium bicarbonate had been tried but could not 
be retained. 

Autopsy. — ^The liver was found enlarged and in a con- 
dition of advanced fatty degeneration. The kidneys also 
were fatty. The left suprarenal body contained a small 
wedge-shaped hemorrhagic focus. The mucous membrane 
of the posterior wall of the stomach also was mottled by 
dark red areas of hemorrhage. Beyond this nothing ab- 
normal was found. 
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2. In a boy, aged 6J years, recurrent vomiting was 
associated with mental deficiency- There was a history 
of ten or twelve attacks of vomiting which had occurred 
at irregular intervals since infancy. The chief symptoms 
had been vomiting, irritability, restlessness, and drowsi- 
ness. The duration of attack had been about a week and 
then vomiting ceased, he had appeared well and ate 
voraciously. But on his admission to the hospital the 
vomiting and restlessness had been going on four days. 
The vomit was described is having a sickening odor, in 
color yellow and green at first, and later brown. It had 
been ejected with much distressing retching. The bowels 
had not moved since the onset but before had been regu- 
lar. The day before admission he lay "quiet and ex- 
hausted,'^ and complained of headache. 

Upon admission he was found to be semiconscious, with 
flushed face and sunken eyes. With great difficulty he 
could be roused and then always asked for water. There 
was double ptosis; the lips and tongue were dry; the 
liver and spleen not enlarged. The urine was strongly 
acid and contained abundance of acetone and diacetic 
acid. Acetone could be detected on the breath also. The 
temperature was 101 F., the pulse 156, regular but small, 
the respirations were deep and sighing. During the first 
24 hours the boy vomited everything he took by the 
mouth, the next day hardly at all and he was less drowsy. 
The quantity of acetone and diacetic acid in the urine 
was less. The breath, however, ' was still sweet. The 
bowels were opened naturally. In another 24 hours the 
abnormal urinary products had disappeared; the child 
was no longer drowsy and took food. This was the be- 
ginning of a rapid convalescence. In this case no specific 
treatment had been used. 

Gastric Ulcer Among Children. The occurrence of 
gastric ulcer among children under fourteen years of age 
Cutler^ says is so rare that many pathologists and prac- 
titioners of large experience have never met it and others 
with large opportunities of observation have denied it. 
After careful search of the literature he has found rec- 



(1) Boston Medical and Surgical Journal, Oct. 0-13, 1904, 
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ords of twenty-four cases, determined upon autopsy and 
two recognized before autopsy, in all twenty-six, to which 
he adds three from the records of the Massachusetts Gen- 
eral Hospital. 

The shape of the ulcer has been often described as 
circular, with the appearance sometimes of having been 
punched out, the edges and floor clean, the base formed 
by the muscular or serous coat of the stomach. In chronic 
ulcers there is callous induration of the floor and walls 
tending to the formation of cicatricial tissue and adhesion 
to neighboring organs. 

As regards the situation, there seems to be a greater 
frequency of the ulcer at the pylorus in the acute, and 
in the middle portion of the stomach in the chronic cases, 
quite the reverse of what is usually taught. 

There seems a remarkable preponderance of female pa- 
tients, to judge from the proportion among the twenty- 
nine, of whom eighteen were girls, and five boys, while 
the sex of six was not recorded. 

Of the six cases noted soon after birth, the youngest 
patient was thirty hours old and the others, two, five, 
seven, eleven, and fifteen days. There were eight patients 
under seven years of age, and nine between eight and 
thirteen. 

The symptoms of gastric ulcer among children seem 
to vary with age. Among infants restlessness and hema- 
temesis or melena were first observed and with one child 
evidence of pain. Among the older children dyspepsia 
or abdominal pain usually preceded the characteristic 
phenomena, but in two children no symptoms were noted 
and in one pain just before the final catastrophe. Pain 
in the epigastrium is stated to have occurred after food 
in five cases and to have been severe in one. It usually 
began soon after a meal, sometimes persisting during the 
whole period of digestion till vomiting occurred. Exacer- 
bations occurred from time to time. A violent attack 
not rarely preceded the occurrence of hematemesis or per- 
foration. The pain was located usually in one spot in 
the epigastrium, occasionally in the back. A tender spot 
was fre(juently found below the end of the xiphoid cartil- 
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age where pressure in some instances excited nausea and 
vomiting. 

Vomiting was noted in sixteen cases, usually not im- 
mediately after food. It was preceded by nausea and 
sometimes by increased secretion of saliva as well. In 
all cases the vomitus was acid, sometimes notably so, al- 
though no record is found of an abnormal quantity of 
HCl. 

Hematemesis was observed in six acute cases and five 
chronic ones, occurring shortly after a meal. The blood 
was often bright red. 

The appetite seems not to have been affected much and 
in several instances food is reported to have been taken 
with avidity. 

Dilatation of the stomach from pyloric stenosis was 
noted once. Perforation occurred in several of the cases. 
Eructations, fullness, distension, burning, and nausea are 
mentioned less frequently than among adults. 

Cutler suggests the following line of treatment: The 
patient of any age should be kept quiet in bed for at 
least three weeks, perhaps longer, as the symptoms de- 
mand. When there is tenderness hot fomentations or 
poultices are advised. 

Infants at the breast may be nursed a short time every 
hour, if the milk agrees, but allowed only a small amount 
of milk at each nursing. Bottle-fed children may be 
given cow's milk, modified according to modem methods 
and properly diluted with barley or Vichy water, perhaps 
peptonized. Among older children, although the diet 
must consist chiefly of milk, it may be varied with soups, 
broths, meat extracts, raw or cooked meat juice, meat 
jellies, and egg white; with improvement the diet may 
be cautiously increased. Nutrient enemata may at times 
be necessary. For several months after apparent cure 
the diet must be regulated. 

For pain opium in some form is safest for the child 
and doses sufficient to meet the indication should be given 
usually by the mouth. As among adults, the administra- 
tion of bismuth is advisable. Small or single hemor- 
rhages take care of themselves, but, when profuse or re- 
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peated^ require surgical consultation; in an emergency 
exhibition of suprarenal gland extract or saline infusions 
may be tried. A bland form of iron should be admin- 
istered as soon as permissible and later, perhaps, arsenic 
or cod-liver oil. 

Congenital Hypertrophic Stenosis of the Pylorus. 

H.- S. Clogg^ furnishes an interesting discussion of con- 
genital hypertrophic stenosis of the pylorus and reports 
a typical case. The essential points in diagnosis are : The 
child is healthy at birth. Vomiting, which depends not 
on the quality but on the quantity of the food ingested, 
sets in early, and finally occurs after nearly every feed- 
ing. The vomit is forcibly ejected, and shows no trace 
of bile. There is no sign of gastric catarrh. Painful 
cramps occur in the abdomen. There is great eagerness 
for food. Peristaltic waves and an epigastric tumor are 
discoverable. Rapid wasting occurs. Often a temporary 
improvement follows a change of diet and medicinal treat- 
ment. 

Clogg believes the disease to be due to a nervous inco- 
ordination of the stomach, which produces spasm of the 
sphincter muscle. Severe cases of simple cramp go on 
to recovery without operation, but if the high mortality 
is to be lessened, surgical measurement must be depended 
upon. Clogg has tabulated the results of 33 cases oper- 
ated on by pyloroplasty, pylorectomy, Loreta's operation, 
or gastroenterostomy. Pylorectomy he holds is too severe 
and should not be employed. Pyloroplasty has been per- 
formed 6 times with 4 recoveries; Loreta's operation 10 
times with 6 recoveries; gastroenterostomy 17 times with 
7 recoveries. In spite of these figures, Clogg stoutly main- 
tains that gastroenterostomy is the operation of choice, 
and presents very convincing arguments in its favor. 
Many of the deaths reported may be explained with no 
discredit to the value of the operation. The anterior or 
the posterior method may be used. The union should be 
by simple suture. 

J. Decker^ discusses the various signs of pyloric stenosis, 

(1) Chicago Medical Recorder, Nov., 1904. 

<2) MOnchener medizinische Woch., 1904, ^, S. 1^4?. 
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such as increased peristalsis, vomiting, tumor, retention 
of food particles, which, while important from a diag- 
nostic point of view, are none of them absolutely charac- 
teristic, t. e., they are sometimes absent in pyloric stenosis, 
or are associated with other conditions. There is one 
sign, however, which Decker has never missed in simple 
pyloric stenosis. The stomach, provided it has the normal 
muscular power, will digest a meal into a fine homo- 
geneous chyme just as a normal stomach would do. If, 
then, lavage of the stomach after a night's sleep yields 
a chyme worked up into a finely digested mass, we may 
depend upon it that there is an obstruction at the pylorus 
in a healthy stomach, while if coarse particles of food 
remain also, we may be sure that the stomach, in addition 
to its obstruction, is the seat of dilatation or some other 
complication. The presence of hypersecretion, with or 
without hyperacidity, associated with copious daily vomit- 
ing, and nonsuccess of the ordinarily appropriate treat- 
ment, point, he considers, to pyloric stenosis. He has 
made the diagnosis in two such cases and has had it 
confirmed by operation. 

F. L. Wachenheim^ narrates a case of hypertrophy and 
stenosis of the pylorus m an infant as follows : Vomiting 
set in the second week after birth, although the child 
was exclusively breast-fed and the condition of the bowels 
varied from constipation to moderate diarrhea, with green 
stools. The vomiting was forcible not merely regurgitant ; 
that it was not complete could be demonstrated with the 
stomach tube, by which several ounces of food could be 
withdrawn from the stomach. Examination of the infant 
revealed nothing except extreme loss of flesh and strength ; 
abdominal palpation was rendered almost futile by the 
child's continuous crying. After a week of observation 
the presence of a so-called congenital hypertrophy and 
stenosis of the pylorus was suspected; a positive diag- 
nosis was, however, unattainable, for neither a tumor 
nor gastric peristalsis could be made out. Lavage was 
resorted to with some benefit ; the vomiting had, in a great 
measure, abated, when the. infant, rather suddenly, went 

(1) Amer. Jour, Med. Sciences, April, IQO^, 
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into fatal collapse at the end of six weeks. On account 
of the extreme marasmus, the grave diagnostic doubts, and 
the disputed advisability of surgical intervention in these 
cases, operative measures had not been counseled. 

A partial but sufficient autopsy was obtained. The en- 
largement of the moderately congested liver and spleen at- 
tracted attention; the former organ so completely over- 
lapped the pyloric region that the almost cartilaginous 
mass of the pylorus could be palpated only by working 
deeply underneath; it was evident that it could not pos- 
sibly have been made out during life. Without the 
pyloric end the stomach had an extreme length of 10 cm. 
and was distended with air and gelatinous fluid ; the walls 
of the organ were tense and of about normal thickness, 
the folds of its pale mucous membrane almost obliterated. 
The pylorus, remarkably firm, was 3 cm. long, and pro- 
jected into the duodenum like a cervix uteri; its diame- 
ter of 14 mm. was in marked contrast to the diameter of 
only 8 mm. of the empty, flaccid, and somewhat congested 
duodenum. The lumen of the pylorus barely admitted 
a director 2 to 3 mm. in thickness ; its walls had a thick- 
ness of 6 mm., of which the greater portion evidently 
represented muscle. The mucous membrane appeared per- 
fectly normal and was thrown into heavy longitudinal 
folds which must have rendered the already narrow orifice 
almost wholly impervious. The result of the autopsy was 
a positive diagnosis of hypertrophy and stenosis of the 
pylorus. Clinically Wachenheim divides all the reported 
cases of congenital hypertrophy and stenosis of the pylorus 
into three groups. 

1. Those that attain an age beyond early infancy and 
present throughout their lives more or less pronounced 
symptoms of obstruction, when the stenosis must be of 
moderate degree. 

2. Those that present for a few weeks similar symp- 
toms, which, however, gradually yield to appropriate diet 
and medication. 

3. Those that either are promptly relieved of an al- 
most total obstruction by surgical measures or die within 
a few weeks of simple inanition. 
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As to the pathology, he believes there are two condi- 
tions: The first consists of an overgrowth of the muscu- 
lar and submucous coats of the pylorus, which narrows 
the orifice of the viscus and is aggravated by a tonic 
contraction, due in all probability to the abnormal inter- 
vention that usually accompanies muscular hypertrophy. 
The second condition is a pyloric spasm pure and simple, 
associated with some slight secondary muscular hyper- 
plasia. It is evident that the prognosis of the former 
lesion is bad and of the latter fairly good. 

The accompanying illustrations will fully illustrate the 
disturbed relations and measurements of the various parts 
in Wachenheim's case. Both sections are taken from the 
thickest portion of the viscus. 

The diagnosis, in many cases, is not easy. The key- 
note in this affection is the combination of the obstinate 
vomiting, equally obstinate constipation, and gradual loss 
of weight; an important point in the vomiting is its vio- 
lence and close dependence on the ingestion of food, the 
quality of which is almost immaterial; meanwhile, the 
appetite, as might be expected, is ravenous; this complex 
of symptoms is highly characteristic. 

As it is impossible in a particular case to determine 
at once whether mere spasm or organic obstruction is the 
trouble and as high mortality is associated with operative 
intervention it would appear wise to assume the presence 
of the milder condition and treat the patient accordingly. 
In this connection it is of interest to note Freund's 
method which consists in giving Carlsbad (Muhlbrunnen) 
water in addition to the usual diet (t. e., breast-milk and 
later whole milk), and resorting to surgery only when 
this treatment fails. The writer also refers to the ad- 
vantage of giving small and frequent meals of highly 
diluted albumin-water and barley-water. This plan natu- 
rally failed in his case of extreme stricture but in spastic 
cases should prove beneficial, if adopted before grave 
exhaustion supervenes. 

The following is a table of all available cases treated 
surgically : 
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The summary given above seems to show about equally 
good results for all procedures, except the Murphy button 
method, which has not had a fair trial. 

Giles^ performed a posterior gastrojejunostomy for 
congenital stenosis of the pylorus on a seven-week-old 
child (the first successful case of this kind upon so young 
a patient in Australia). Three weeks after the operation 
the baby seemed well-nourished and normal except for 
the occasional vomiting of bilious matter, which was, how- 
ever, rapidly diminishing in frequency. 

Disturbances of Digestion in Infants Besolting from 
the Use of Too High Pat Percentages. L. Emmett Holt^ 
believes that disturbances of digestion resulting from an 
excess of fat are quite as serious, if not so obvious, as 
those following the use of too high proteids. Two errors 
are commonly committed: In following the book 
formulas, instead of an ordinary milk with a fat content 
of 4 per cent, a rich Jersey milk containing from 5 to 5.5 
per cent fat is used. Or the physician intentionally in- 
creases the fat almost without limit, for the purpose of 
overcoming chronic constipation. The consequences of 
these mistakes, as the author assures, may be serious, and 
he records a few instances : A child of 8 months, weigh- 
ing 21 pounds and considered a superb specimen of phys- 
ical development, was receiving in his food not less than 
6 per cent of fat. About this time general convulsions 
developed and were -followed by tetany, laryngismus 
stridulus, and fatty liver. The stools consisted of almost 
pure fat. It was three months before the child recovered 
and, although he was then digesting well and thriving, 
he weighed only 19 pounds. Another baby of 8 months 
fed upon high fat percentage, suffered from constipation 
and moderate rickets. Acute disturbances of digestion 
developed, with repeated convulsions. In another case of 
high fat feeding, vomiting had persisted almost from 
birth; the child was much wasted, and weighed at 10 
months only 2| pounds more than at birth. His condi- 
tion was alarming but change of food, and stomach- 
washing resulted in recovery. 



(1) Australasian Medical Gazette, Aug. 20, 1904. 

(2) Medical News, Jan. 7, 1905. 
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The use of very high fat may cause not only gastric 
catarrh but disturbances of intestinal digestion also and 
may aggravate chronic constipation. Children differ in 
their capacity to digest fats, just as they do in other 
respects. The writer has never observed any benefit and 
often much harm on raising the fat above 4 per cent, 
which he considers the limit for the average child. When- 
ever there are marked symptoms of either gastric or in- 
testinal indigestion, the fat should be reduced below the 
normal 3 or 4 per cent. Holt suggests for the correct 
understanding of milk values the physician should think 
in percentages. 

Fever Caused by Indigestion from Carbohydrate Foods. 

Henry Davy^ believes that attacks of fever in children are 
frequently due to indigestion caused by the products of 
fermentation of certain starchy foods. The temperature 
that accompanies these attacks points to an autosepsis 
rather than to catarrh. Their more or less sudden onset 
and quick decline after a profuse perspiration, appear 
very like what would be expected after absorption of sep- 
tic material from the alimentary tract. The fact that 
these attacks cease when the particular foods which dis- 
agree are withheld, and none of the other conditions of 
life changed, seems to show that it is these particular 
foods which are the actual cause of the attacks. It is 
well known that young children cannot well digest starchy 
foods, owing to the nondevelopment of the pancreas which 
is characteristic of early childhood, and observations have 
lately been published which show that deficient pancreatic 
digestion at a much later period of life. The effects of 
this failure to digest properly starchy foods, especially 
such as, either by their structure (e. g., potatoes and 
carrots), or by their composition (e, g., combinations of 
sugar and starch in milk, pudding and jam), are felt in 
the alimentary canal, and are the cause of the fever. As 
the child grows older, the power of his pancreatic diges- 
tion increases, and so the predisposing cause of the fever 
is gradually removed. The fact that a dose of mercury 
much assists these cases is in favor of the hypothesis. 



(1) Lancet, Sept. 24, 1904. 
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Summer Diarrheas of Children, Lowenburg^ gives the 
following general outline of treatment for all forms of 
diarrheas : 

Prophylaxis, — Bemove or mitigate the etiologic factors, 
of which the most important are intense heat and im- 
proper feeding. Children should be kept constantly in 
the open air, preferably in the parks, sleep under mosquito 
netting in cool, well-ventilated apartments and be regu- 
larly given cool baths. They should not be overclothed 
but carefully dressed in soft, unstarched materials, loosely 
adjusted, wearing light wool next to the skin only. When 
possible, maternal nursing must be insisted upon; or a 
healthy wet nurse offers the best alternative, and wean- 
ing should be deferred until the autumn or winter. There 
must be absolute cleanliness in the matter of the nursing 
bottle, nipples, and all utensils with which the milk comes 
in contact. The nipples should be turned inside out and 
scrubbed, washed in sterile water, and kept in a boric 
solution until ready for use. The bottles should be 
cleansed and boiled. The milk should be obtained from 
a reliable dairy, of approved sanitary condition and, in 
the author's opinion, should be sterilized and kept on ice 
until used. Other authorities disapprove believing that 
absolutely clean milk can be procured and kept uncon- 
taminated from the time it is taken from the cow until 
it is offered to the child. This seems practicable since the 
methods of producing milk in hygienic conditions have 
been so improved. The author deprecates the use of so- 
called preservatives. 

The milk must be modified in reference to the facts that 
each patient makes distinct demands and that the food 
must be adjusted to the needs of the child, with regard 
to his state of health and not his age. 

Dietetics. — The beginning of an attack of summer com- 
plaint is to be met by the withdrawal of all food for 
24 or 48 hours, as the best means of controlling vomiting 
and of preventing further fermentative changes in the 
bowel. Small quantities of sterile water may be allowed 
at short, fixed periods. After starvation, small amounts 

(1) Journal Am. Med. Assoc, Sept. 10, 1904 
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of cereal water, as barley or rice, may be given. Albu- 
min water, if it agrees, is useful, and with the addition 
of beef juice furnishes nourishment for many days ; it is 
also a good vehicle for brandy when a stimulant is in- 
dicated. 

After the cessation of vomiting and a thorough cleans- 
ing of the intestinal canal, a gradual return to milk may 
be made, with greatest caution; at first with a weak milk 
mixture with the proteids, J per cent, peptonized may be 
given in small quantities at short intervals; gradually 
the quantity may be increased, the interval lengthened, 
the peptonization omitted, and, as the digestive organs 
grow stronger, the per cent of the proteids may be in- 
creased, until the milk equals the mother's milk in 
strength. 

It is often advisable to omit the casein from cow's 
milk because of the difficulty of its digestion in the human 
stomach, and to use whey, which contains the soluble al- 
buminous portions of bovine milk — ^lactalbumin and lacto- 
globulin. The author also recommends the addition of 
dextrinized gruel to the milk, when the whey is not used. 
This is Chapin's formula for making the gruel: To a 
tablespoonful of wheat flour and one and a half pints of 
water which have boiled fifteen minutes and cooled, is 
added a dram of a solution of diastase, which thins the 
gruel. 

Water administered in small quantities throughout the 
disease allays thirst, reduces fever, diminishes toxemia, 
and supplies the tissues with fluid. 

Uncontrollable vomiting is one indication for lavage and 
one washing is usually sufficient. Where there is evidence 
that undigested food or putrescible material exists in the 
intestinal canal, a copious colonic irrigation of normal 
salt solution, combined with a calomel purge and correc- 
tion of diet, will give quick relief. In ulcerative colitis, 
when the stools are mixed with blood, an irrigation with 
a 1 to 8,000 silver nitrate solution serves a useful purpose. 
High fever is best controlled by cold irrigations of the 
colon. Colonic flushing will relieve and prevent intestinal 
putrefaction, allay thirst, cleanse the bowel, and prepare 
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it for the absorption of medicines and nutrient enemas. 
Hypodermoclysis is especially useful in cholera infantum 
during the stage of collapse which follows excessive purga- 
tion and is most highly effective in cases apparently hope- 
less because of urinary suppression and threatened cardiac 
and respiratory failure. 

Medicinal Treatment — In cases of acute intestinal in- 
digestion and diarrhea of the fermentative type, the symp- 
toms are speedily controlled by emptying the intestinal 
canal by dram doses of castor oil, if there is no vomiting ; 
this removes the offending material and has a secondary 
constipating effect. In diarrhea, associated with vomiting, 
the author recommends the following: 

i^. Hydrarg. chlor. mitis gr. i ( .06) 

Sodii phosphatis gr. xxx (3. ) 

Pulv. ipecac gr. ss ( .03) 

Sacchari lactis gr. xx (1.30) 

M. Ft. chart. No. x. Sig. : One every hour. 

The so-called intestinal antiseptics are ineffective be- 
cause of the necessarily small doses. Salol may be given 
in doses from 3 to 5 grains, zinc sulphocarbolate in doses 
from 1/6 to J grain. 

It is useful to administer dilute hydrochloric acid in 
doses of from 5 to 10 minims when the fever is high. 

Of the astringents morphin is best given hypoder- 
mically, gr. 1/900 combined with atropin, gr. 1/3000, 
to a child under 2 years of age; morphin must be given 
cautiously and only when the intestinal canal is clean. 

Bismuth should be given in large doses, gr. v to xv, 
the salicylate for the fermental type and the subgallate 
and subnitrate for the inflammatory forms associated with 
blood, mucus, and tenesmus. 

Fever is controlled by hydrotherapy. Indications for 
stimulation are met by the administration of brandy, 
strychnin, and digitalis, in full doses. Atropin in doses 
of 1/250 grain has a remarkable effect in cases associated 
with watery stools, pinched features, high internal tem- 
perature, and cold, clammy surface. 

The serum treatment, it must be said, is so far dis- 
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appointing and in too experimental a stage to be of prac- 
tical benefit. 

May Michael^ reports the clinical features of 97 cases 
of summer diarrhea studied bacteriologically by Weaver 
and his associates. 

These 97 cases may fairly well be divided into two 
groups: (1) Cases of gastro-intestinal catarrh, or fer- 
mentative diarrhea, in which the toxic symptoms predonv- 
inated; (2) cases of follicular enteritis, ileocolitis or coli- 
tis, in which the inflammatory symptoms predominated. 

Cases of the first group were characterized by sudden 
onset, loss of appetite, vomiting, and diarrhea. The fever 
ranged from 99° to 101° in mild cases, and rose to 104°- 
105° in the severe ones. The stools numbered from 6-10 
a day, were yellow or green and slimy, thin and watery, 
or brown and offensive; they often contained undigested 
food and mucus. The child was restless, with dry mouth 
and coated tongue. Sometimes, if the toxemia was great, 
convulsions occurred at the onset and the disease ran a 
severe course with continued high fever and marked 
nervous symptoms. 

Complications were not common, but at times eczema, 
furunculosis, stomatitis, whooping-cough, bronchitis, and 
pneumonia occurred. Recovery within five to six days 
was the general termination, although the disease occa- 
sionally became chronic and lasted for two weeks. 

In tiie second group the inflammatory symptoms were 
more marked. The onset was acute, the attacks being 
ushered in by diarrhea, often accompanied by vomiting; 
the stools, at first fecal, soon consisted almost entirely of 
mucus and blood, this last element varying from a few 
flecks to a large amount. The temperature was, as a rule, 
but slightly elevated, 100°-101°, although at times normal 
or subnormal, and sometimes at the begiiming very high. 
Tenesmus was usually present and often associated with 
prolapse of the rectum. Abdominal pain was frequent and 
quite intense just before gtool. These cases ran a variable 
course from one to six weeks, but recovery was the rule. 

The dysentery bacillus was isolated from the stools in 

(1) Jour, of Infectious Diseases, Vol. II, No. 1, Jan. 12, 1905. 
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24 cases and those presented more the clinical picture of 
ileocolitis. 

The conclusions drawn were as follows : 

1. Dysentery bacilli were not found in all cases char- 
acterized by mucus and bloody stools. 

2. The group of cases in which dysentery bacilli were 
isolated from the stools presented the' clinical picture of 
ileocolitis. 

3. Cases of ileocolitis in which dysentery bacilli were 
isolated from the stools did not differ clinically from 
cases of ileocolitis in which these bacilli were not found. 

The Serum Treatment of Summer Diarrhea. At the 

Bethesda Foundling Home in St. Louis, in July, 1903, 
Zahorsky^ studied an epidemic of gastroenteritis pre- 
sumably caused by milk which had not been sterilized. 
There were no striking symptoms; the fever was usually 
not high and in only two cases was there blood in the 
stools. In all the cases, however, there were marked great 
disturbances of the circulation, emaciation was rapid and 
mortality high. A bacillus resembling the colon bacillus 
was discovered by bacteriologic tests but its relation to 
the Shiga bacillus was not determined and no specific re- 
sults came from the agglutination tests. 

Many children were treated with a serum obtained by 
injecting horses with the Shiga bacillus, but although two 
made a slow recovery this treatment on the whole had 
no beneficial results. Two children, seriously ill, 
promptly recovered upon the use of a serum made by in- 
jecting horses with several varieties of dysentery bacilli. 
The general routine besides the serum treatment was: 
Substitution of rice water for milk, the administration of 
camphor and oil of cinnamon in emulsion, bismuth in 
most cases, and enteroclysis in the severe ones, chloral 
for pain, magnesia and validol for vomiting and in many 
cases stimulants. 

Zahorsky concludes that for general use the serum ob- 
tained from the Shiga bacillus is too uncertain in its 
action and, although the results of two cases are too few 



(1) St. Louis Courier of Medicine, March, 1904. 
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for positive conclusions, he is inclined, when summer 
diarrhea is seen, to try the mixed serum. 

In 1903, says L. E. Holt,^ the Kockefeller Institute 
undertook to continue investigations of the Bacillus dysen^ 
tericB in the relation to the diarrheal diseases cf infants 
by making simultaneous observations at different centers. 

Several points were prominently brought out by the 
different clinical observations. 

1. The infection with the B. dysenteriae occurs under 
quite a T^ide variety of conditions. It is seen in breast- 
fed infants as well as in those artificially fed. 

2. It occurs, (a) as an acute primary infection in 
children previously well; (b) as a subacute infection 
without previous acute symptoms; (c) coincident with or 
following other acute diseases, such as. measles, pneumonia, 
etc.; (d) it is often seen as a terminal infection in chil- 
dren suffering from extreme malnutrition or marasmus. 

3. It occurs as a mild intestinal disorder with few 
symptoms, and these hardly more marked than those be- 
longing to intestinal indigestion; also with local symp- 
toms of considerable severity, yet with very little fever or 
constitutional depression; and finally, in its most severe 
form, with both local and constitutional symptoms of 
great severity. 

4. It is not a disease of one locality, having been seen 
with about equal frequency in all the large cities — New 
York, Boston, Philadelphia and Baltimore — ^where in- 
vestigations were carried on; the only variation in type 
being that in the warmer cities the proportion of severe 
acute cases was rather larger. Nor is the disease one of 
tenements and hospitals, a number of the cases observed 
being in children living under the best of surroundings, 
even in the country. In its prevalence, it appears to be as 
widespread as are summer diarrheal diseases. 

As regards the serum treatment in infantile dysentery 
Holt says, inasmuch as at present nearly two days are 
required for a bacteriologic diagnosis, and as the agglu- 
tination reaction is seldom present until the end of the 
first week of the disease, if used at all, the serum must be 

(1) Jour. Am. Med. Assoc, Dec. 24, 1904. 
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injected on a clinical diagnosis. Its use would then be 
indicated in children taken with acute intestinal symp- 
toms with blood and mucus in the stools, or with very 
much mucus in the stools with fever and symptoms of 
general infection. The serum surely must be used early, 
and it must be given repeatedly, since what is desired is 
to stop a process and not to neutralize a toxin. 

All rules as to dosage and frequency must at present 
be tentative. From the experience of the past summer it 
would appear that a dose of at least 10 c.c. should be 
used daily in moderate cases, this being repeajted two or 
three times daily in a severe case. 

Since we have no means at present of differentiating 
clinically the cases in which the infection is with the 
acid or Flexner-Harris and with the true Shiga type, it 
would seem best to use a serum from animals immunized 
against both types of the organism, or that from animals 
immunized against the acid type, since by far the largest 
number of cases in young children are of this variety. 
Although the serum obtained from animals immunized 
with true Shiga is not without some effect in infections 
with the acid type, and vice versa, this is much less than 
when the animals are injected with the special type of 
organism concerned. 

Knox^ summarizes the results of his study of infantile 
dysentery as follows: During the summers of 1902 and 
1903 epidemics of diarrheal disorders among infants and 
young children appeared in Baltimore. A large propor- 
tion of these cases were found to be produced ■ by the 
proliferation in the intestinal tract of the B. dysenterisB 
(Shiga), the variety of the organism being the so-called 
acid strain; that is, the type of the bacillus which fer- 
ments mannite with acid production. In the histories of 
the patients, in the clinical manifestations of the disease, 
and in the pathologic lesions, the cases appear identical 
with those of epidemic diarrhea which have recurred for 
many years among infants in Baltimore and other Amer- 
ican cities, and there is good reason for the confidence that 

(1) Jour. Am. Med. Assoc, Dec. 24, 1904. 
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the dysentery bacillus is an important factor of this 
great scourge among children. 

The disease begins in June, reaches its height in July, 
and gradually declines in August, although sporadic cases 
occur throughout the year. The number of cases appears 
to be directly increased by excessively hot weather. Chil- 
dren under one year are most susceptible; those over 
three years are rarely attacked. 

Babies exclusively breast fed are less often affected; 
most of the cases occur among infants artificially fed. 
The simultaneous outbreak of so many widely separated 
cases suggests that the causal organism does not reach 
the baby primarily through the milk, but rather through 
a carrier common to all, such as water, and an investiga- 
tion of the water supplied the ill babies makes this hy- 
pothesis possible, though other sources of infection are 
recognized. 

Ill-nourished children, particularly those fed on con- 
densed milk, are less able to withstand infection by the 
dysentery bacillus, and form a large proportion of the 
fatal cases. 

The cases can be roughly divided into two groups — 
those in which the symptoms of toxemia are most prom- 
inent, and those in which there is evidence of a destructive 
lesion of the bowel. 

Mucus was noticed in the stools in all cases. Blood 
was present in the discharges in moderate amount in but 
42 per cent, and pus in about 53 per cent of the cases. 
Many of the deaths occurred late in the summer in long- 
standing cases of ileocolitis with ulcerated intestines. 

The keynote in the treatment is promptness. If the 
food can be stopped and the alimentary tract emptied 
within a few hours after the onset of symptoms, most in- 
fections can be aborted. 

The results of antidysenteric serum treatment were 
disappointing. .It, too, was apparently helpful in pro- 
portion to the shortness of the time which elapsed between 
the beginning of the illness and the injection of the 
serum. Its use is perfectly harriiless under antiseptic pre- 
cautions. 



Digitized 



by Google 



DISEASES OF GASTBOINTESTINAL TEACT. 7I 

The prophylactic injection of the serum into susceptible 
babies may prove to be an advisable procedure. 

The alterations in the body produced by the action of 
the dysentery bacillus may be those of an acute toxemia 
only, or in addition there may be set up more or less 
destructive . lesions of the lower bowel. In this latter 
process streptococci and other organisms may play a part. 
The constant change noticed in all cases was the enlarge- 
ment (serous infiltration) of the mesenteric lymph glands. 

Chronic Intestinal I^yspepsitt of Children. J. Bnmton 

Blaikie^ believes chronic intestinal dyspepsia among chil- 
dren to be a clinical entity, analogous to '^mucous disease'^ 
described by Eustace Smith. The nervous element is the 
predominant factor in the etiology of the disease and is 
second in importance only to dietetic errors, especially to 
excessive carbohydrate ingestion; somewhat in their order 
of importance as causes follow : the excess of brain work, 
diminished fresh air and physical exercise due to the 
present mode of school life; measles or whooping-cough 
although of little etiologic importance frequently exacer- 
bate the condition; and other causes exaggerating it are 
life in overcrowded towns, bad teeth, and the second 
dentition. 

The disease is characterized by marked languor, nervous 
excitability (these children blush or grow pale at the 
slightest emotional disturbance) and nocturnal restless- 
ness — accompanied often by enuresis, fieadache is com- 
mon and a cough dependent on pharyngitis is usual. 
.Epigastric pain, deranged appetite— poor or ravenous — 
wasting, and irregularity of the bowels, sometimes aoeom- 
panied by an excess of mucus in the movements are 
further features. These children often have attacks of 
gastric fever, and commonly grow pale and- faint. Ex- 
amination reveals little, although the f acies is somewhat 
characteristic. The face is pale, the complexion sallow 
and there are dark rings around the eyes and an appear- 
ance of great fatigue; when excited, the child readily 
flushes. Nutrition is below the normal. 

The malady is frequently mistaken for tuberculosis, but 

(1) PedtHtrlcs, February, 1905. 
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all doubt can be cleared by the record of the evening 
temperature for several consecutive days, the bacteriologic 
examination of the sputum, and the result of treatment. 

Change of air is the most effective remedy and it seems 
of comparative unimportance where the patient goes, so 
long as he has this change. As an excessive ingestion of 
carbohydrates is a big etiologic factor of the disease, a 
limitation upon their intake is essential. Till the symp- 
toms are greatly ameliorated, it is well to allow the child 
no sugar, sweets, jam, potatoes, new bread, sago, tapioca, 
arrowroot, Indian com, flour, turnips, or carrots, to for- 
bid obviously indigestible foods, such as pastry, and to 
give food at regular intervals, with nothing between meals. 
The evening meal should be light. 

Other hygienic measures are required : The child should 
go to bed early and should enjoy plenty of fresh air. For 
this reason as well as to avoid worry it is wise to keep 
him from school; each morning he should be given a 
bath, with the chill taken off, and a rub down; and, as 
the abdomen and extremities must be kept warm and dry 
to prevent congestion of the internal organs, he should 
wear a flannel binder, water-tight boots, and thick woolen 
stockings. The patient should be protected from undue 
excitement, pleasant or unpleasant, and for him evening 
parties, theaters, and excessive punishment are harmful. 

The most beneficial drugs are the alkalies, oleoresins, 
and bitter tonics. Bicarbonate of potash or soda and 
citrate of potash are especially beneficial combined with 
nux vomica and myrrh or coto. An effective preparation 
is R — ^Potass, bicarb., potass, citrat., aa 10 grs.; tinct. 
nucis vom., 4 minims; tinct. myrrh, 30 minims; infus. 
gent. CO. ad 2 drams., t. i. d. a, c. Combined with this a 
powder containing rhubarb and soda, with a little grey 
powder, given every night is of benefit. Aloes given in 
the form of decoctum aloes co. is advisable if the appetite 
is poor; it can be given in dram doses before meals, when 
it produces no cathartic action. Given three times a day 
between meals in doses of 2 drams, as Eustace Smith 
suggests, it is especially useful when the appetite is vora- 
cious and does not cause undue laxity of the bowels. Car- 
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bonate of magnesia is helpful and bismuth when there is 
diarrhea and much epigastric pain. Quinin and the vege- 
table bitters, as gentian, quassia, or calumba, are also 
useful. 

Constipation. Harry Grey^ reports a case of long- 
standing constipation in a boy of 13^ who for eleven 
years had been accustomed to have his bowels relieved 
only at intervals of three to six weeks. Occasional colic 
and vomiting, faintness and headaches were the main 
symptoms. Later, in front of the thighs there was pain 
caused partly by pressure of the fecal accumulation on 
the anterior crural nerve and partly by the stretching of 
the fascia and skin over Poupart's ligament. His phys- 
ical and mental development were sadly stunted and his 
attainments could not compare with those of a 14-year-old 
boy; although almost normal in height (4 ft. 10 in.) he 
weighed only 64 pounds, while the average for his age 
is 88 pounds. 

On examination, possible only after the administration 
of i grain 'cocain, the rectum was found distended with 
a huge fecal mass, hard and firm. Three to four times 
a day 1/6 grain of morphin was given in suppositories 
and the feces removed by enemjata of 30 oz., of hot olive 
oil. For nine days this method was, pursued until the color 
of the fecal matter began to change from slaty blue to 
more normal brown and 29f pounds had been voided. 

Then a suitable diet, Kepler emulsion, a pill of aloes 
and iron four times a day, massage to the whole body, 
and especially the abdominal muscles, and gymnastic ex- 
ercises were ordered. The number of aloes-and-iron pills 
was gradually reduced until after three months only one 
was taken each day; three weeks later this was dropped; 
and for two months the boy, taking no medicine, has 
had an evacuation every day to the minute. He weighs 
88 pounds (an increase of 24 pounds in six months) and 
has lost the peculiar facial appearance. 

The interesting points of the case are the long period 
of constipation, the enormous amount of matter retained 
(practically a third of the body weight) and the satis- 
factory result of treatment. 



(1) Brit Med. Jour., Feb. 18» 1905. 
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Appendicitis. According to McCosh^ the symptoms on 
which may be based a diagnosis of appendicitis are pain, 
local tenderness, muscular rigidity, vomiting, and abdom- 
inal distention. Among children, especially those under 
12 years, the important symptoms, except vomiting, are 
likely to be masked. 

Pain, especially at the beginning of the attack, is 
probably as severe in the child as in the adult, but the 
value as a diagnostic symptom is impaired by the uncer- 
tainty of its location. In certain phlegmatic children 
there seems sometimes almost complete absence of pain, 
and tenderness to pressure may be just as doubtful, for 
the child dreads any palpation of the abdomen and com- 
plains as much almost in one part as in another. 

Muscular rigidity which is among adults perhaps the 
most important guide in the diagnosis of appendicitis, is 
obscure among children. The child, unless taken un- 
awares, tightens the abdominal muscles as soon as touched 
by the examiner^s fingers, or even before. If the utmost 
gentleness and patience are practised and the child^s at- 
tention diverted, sometimes this symptom can be elicited 
and when certainly found, at once confirms the diagnosis. 

Vomiting is probably the most persistent and evident 
symptom among children. If, in spite of starvation and 
medication, it persists for many hours without assignable 
cause and if there is no intestinal movement, the suspicion 
of appendicitis is great. 

The diseases from which appendicitis in children is 
especially difficult to distinguish are gastroenteritis, with 
the gastric element predominant, diaphragmatic pleurisy 
and basal pneumonia. Appendicitis is not easy to dis- 
tinguish from certain cases of acute indigestion or of 
gastroenteritis in its early stages: The persistence of 
vomiting with severe pain for more than 24 hours, espe- 
cially when there is no diarrhea, favors the diagnosis of 
appendicitis. Obstinate constipation strengthens the sus- 
picion of appendicitis especially in the presence of other 
symptoms of this disease. Diarrhea generally, though it 
must be said, not always, means the case is at least less 

(1) Journal Am. Med. Aasoc, Sept. 24, 1904. 
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urgent. High fever rather favors gastroenteritis. Exam- 
ination of the blood may help the diagnosis. 

Little can be said as to the differential points between 
appendicitis and diaphragmatic pleurisy^ when abnormal 
chest sounds are absent. Perhaps with pleurisy a certain 
fixation of the lower ribs or stoppage of the respiratory 
movements at this point may be noticed and perhaps the 
child tosses about the bed more than he would with an 
inflamed appendix^ although in any case the child is 
more likely to be restless than the adult. There is great 
likelihood of appendicitis if the child is inclined to assume 
the adult position of rest, on the back with the thigh or 
thighs drawn up, a position not often taken by children. 
The passive flexion and extension by the surgeon of the 
thigh on the abdomen is among children likely to be more 
resisted and dreaded in appen£citis than in diaphragmatic 
pleurisy. 

The progress of appendicitis among children is often 
marked by insidiousness. An apparently mild attack 
without alarming symptoms, gradually drifts into a grave 
condition with general septic peritonitis in spite of watch- 
ing. The pulse and temperature may remain normal, 
vo-Jting may cease, distension may not be marked, and 
the bowels m^y continue to move, while a general peri- 
tonitis is developing. The writer thinks that Nature 
does not make the same effort to wall off the inflamed 
appe2idix in children as in adults, and remarks that this 
spreading tendency of the infection is not only insidious 
but is often rapid. Because of the treacherous behavior 
of the inflamed appendix in the child, as well as the in- 
ferior tendency to limit the inflammation by adhesive 
peritonitis, McCosh feels strongly that immediate oper- 
ation should be advised in every case of appendicitis 
among children and that regardless of the stage of the 
disease it is unwise to delay in the hope that an interval 
operation may be performed. 

Hernia. Cerner^ assigns the greatest importance to 
gastrointestinal fermentation in the causation and pro- 
duction of hernise in children, and looks upon congenital 

(1) Lancet, Aug. 20, 1904. 
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malformations of the tunica vaginalis as merely import- 
ant conditions predisposing thereto. In accordance with 
this view emphasis must be placed upon the importance 
of dietetics in the prevention of gastrointestinal disturb- 
ances. The common belief is that phimosis plays an im- 
portant part in the causation of the hernias of children; 
but the author has rarely seen a case which seemed to 
justify such a belief. He holds that in children it 
is the continuance or persistence of the increase of the 
intra-abdominal pressure, which is often the result of gas- 
trointestinal fermentation, rather than the sudden and 
more violent increments of pressure due to muscular ef- 
forts and straining that gives rise to the formation of 
a hernia. In adults, on the other hand, the conditions 
seem rather to be reversed. 

A number of the herniae in children are cured by the 
use of a truss. This class does not include those with 
congenital sacs, which are apparently incurable by any' 
method short of operation. Cure results in the cases with 
acquired sacs, either by the obliteration of the neck of 
the sac, or as a result of the natural growth of the child. 
When the original cause of the hernia ceases to exist, the 
concurrent increase in size and capacity of the body leads 
to the retraction of the acquired hernia sac into the abdo- 
men. Much can be done toward the cure and prevention 
of the herniae by attention to diet. With an acquired 
sac the administration of purgatives, combined with re- 
cumbency and the use of a light truss, constitutes the 
proper treatment. At the age of four years or there- 
abouts all herniae of children should be submitted to <q)er- 
ation, unless there are special circumstances. Particular 
mention should be made of (a) those with a congenital 
sac; (b) those with an imperfectly descended testis; and 
(c) those which have been, and apparently will be, per- 
manent in character. Of the relation between the her- 
niae of adults and those of children, little is known. Long 
continued abdominal distention during the period of 
growth may bring about a lax and weakly condition of the 
hernial rings, a state predisposing to hernia in the adult. 
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Thus the seeds of future hernia f orir^tion are often sewn 
during infancy and childhood. 

Intestinal Obstruction. J. F. Erdmann^ discusses the 
symptomatic factors in intussusception, strangulated her- 
nia, postoperative bands, etc., and Meckel's diverticulum 
in children. 

Intussusception. The diagnosis is not difl5cult. How- 
ever, more stress should be placed on blood or bloody mu- 
cus stools, than upon the presence of a sausage-shaped 
tumor. In over 60 per cent of a series of 28 cases no tu- 
mor of any kind was palpable per rectum or through 
the abdominal wall, while not a single acute case occurred 
in which blood, bloody stool, bloody mucus or bloody 
serum was not passed. 

Sudden pain is almost invariably the first symptom 
that the child manifests, followed by a degree of shock 
varying in intensity. Efforts at defecation take place 
which are followed by manifestations of spasmodic pains 
accompanied by a peculiar whining cry or fits of crying. 
In the first hour or two the abdomen is lax, but soon be- 
comes distended. Some feces and gas may be expelled 
with the bloody rectal contents mentioned, but they are 
due entirely to the fact that these contents were below the 
point of obstruction. When a tumor is felt it is not 
usually the proverbial sausage-shaped tumor, but is more 
likely to be round or nodulated and moderately movable. 
There is invariably an accelerated pulse and an elevation 
of temperature of from 1 to 2J degrees. The fever in the 
majority of the writer's cases has been due to absorption 
of some of the decomposed, foul-smelling, bloody rectal 
contents always present in every case of over two hours' 
duration. 

As regards treatment, except in a few accidental cases, 
the disease demanded prompt surgical intervention. Eec- 
tal enemas in the first few hours are not productive of 
harm, but are rarely followed by reduction. This occurred 
but three times in the 28 cases. In the use of enemas, 
however, there is this to be borne in mind, namely, that 
the whole mass may be reduced with the exception of the 

(1) Jour. Am. Med. Assoc, Jan. 21, 1905. 
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ileocecal junction and one or more inches of the ileum. 
This being so, all the symptoms clear up for a time but 
again return and necessitate operative intervention at a 
time when the conditions of this region are not nearly 
so favorable to reduction, and may even necessitate ex- 
cision. 

Strangulated Hernia, The symptoms are those of irri- 
tability, crying, restlessness and shock. The protrusion, 
readily discoverable, is usually found by the mother while 
giving the child its bath. No differential diagnostic dif- 
ficulty is experienced. The treatment in these cases re- 
solves itself into: (1) Eeduction, if possible, and, in re- 
cent cases when the child is under 2 years, the use of a 
properly fitting truss, with reliance on the possibility of a 
spontaneous cure. (2) Operation with radical cure in all 
irreducible cases and in all cases over 2 years, as the 
chance of spontaneous recovery with truss is relatively 
small after that age. 

Postoperative Bands, Adhesions. The symptoms are 
the usual ones of obstruction, constipation, meteorism, 
singultus, increased pulse, temperature and vomiting 
which, as time goes on, becomes fecal. These symptoms 
are readily assigned to their proper source by the fact 
that the history presents evidence of a previous operation. 
The treatment in the cases occurring early, i. e., in from 
two to four weeks after operation, consists of elevation of 
the hips and body, high injections, etc. Should these not 
accomplish the result desired, operative procedures should 
be promptly instituted. 

Meckel's Diverticulum. The symptoms of obstruction 
by Meckel's diverticulum are very similar to an appendi- 
citis plus, in a day or so, profound obstruction with or 
without a generalized peritonitis. 

Obstruction from other causes: Obstruction occasion- 
ally occurs in pneumonia cases in which no visible lesion 
of the appendix or other abdominal viscus is evident. 
These cases simulate very closely those of intussusception 
or general peritonitis from appendicitis, and are usually 
differentiated by the following facts: A pneumonia ex- 
ists; respirations are increased; the appearance of the face 
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is of a livid or red-cheek character instead of pale and 
anxious, as in acute obstruction ; no blood has been passed 
per rectum, and no mucus is present in the stool; no mass 
is found in the right iliac region. 

[The Editor believes that these cases of intestinal ob- 
struction in children are not all mechanical, that there 
are cases of paralytic obstruction which deserve consid- 
eration. Two years ago he saw a child, suffering from 
an acute gastrointestinal infection. It vomited and had 
loose stools for a time, a condition of absolute obstruc- 
tion supervened. There was complete prostration, the 
face was ashen; the child refused all nourishment; the 
temperature was normal — ^at any rate, less than 100 — ^the 
pulse and respirations were very rapid. The abdomen 
was enlarged and tympanitic. A surgeon was called in 
during the night and pronounced the case one of intus- 
susception. The child died, and at the autopsy no ob- 
struction was found. The liver was fatty, and one section 
resembled that found in fat necrosis. Two other cases ab- 
solutely similar to this were seen recently. The striking 
features were, first, the symptoms of intestinal infection; 
then the absolute obstruction of the bowels, the low tem- 
perature, the rapid pulse and respiration, the fatty de- 
generation of liver and other viscera, and death. These 
cases which are the result of ptomain poisoning, depend- 
ing on the ingestion of some kind of poisonous food, be- 
long to a class which has not been sufficiently described in 
literature.] 

Acute IntuBBUsception. E. W. Peterson^ reports a case 
of acute intussusception in an infant. A healthy, well- 
nourished infant suddenly became very ill, with paroxys- 
mal, colicky pains, tenesmus, bloody stools, vomiting, 
fever and collapse. Examination of the abdomen by 
bi-manual rectal touch showed a ^^sausage-shaped" tumor. 
Operation confirmed the diagnosis. The ileum, appendix 
and cecum were telescoped into the colon. On account of 
adhesions and incipient gangrene, the invagination could 
not be completely and successfully reduced, so a resec- 
tion was made with an end-to-end anastomosis, between 



(1) Medical Record, March 4, 1905. 
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the ileum and ascending colon. After operation, the se- 
vere shock, high temperature, vomiting, enteritis, toxe- 
mia, etc., gradually disappeared, and the patient ulti- 
mately recovered. 

Irving M. Snow^ reports a case of intussusception in 
which the invaginated gut became gangrenous and pro- 
truded from the anus. The child, aged seven months, 
had symptoms of ileocolitis, which ran a subacute course 
for sixteen days, when a protruding mass of necrotic 
tissue presented itself at the rectum. The gangrenous 
gut was ligated and the stump pushed back into the rec- 
tum. The necrosis was so extensive that it was impossi- 
ble to tell whether the specimen was a large or small in- 
testine. The patient passed gas and fecal matter daily 
and made a perfect recovery. Spontaneous cure by the 
discharge of the intussusception is rare in a baby under 
one year, and only four other cases have been reported. 

Prolapse of the Anus. Treatment of prolapse of the 
anus, says A. S. Taylor,^ must be systematic and, as 
prophylaxis is important, all children of congenitally 
weak musculature or victims of debilitating disease, 
diarrhea or chronic constipation, should be closely watched 
for the incipiency of prolapse. 

Medicinal or palliative treatment will cure nearly all 
cases of the secondary type as well as a large proportion of 
the primary form. The constitutional measures, tonic, 
hygienic, and dietetic, are of the utmost benefit and the 
only rational foundation for a permanent cure. The feces 
must be kept soft and smooth to avoid undue effort in 
expelling them. Posture at stool is important. During the 
defecation the child should lie upon one side, preferably 
the left, with the pelvis somewhat elevated, because thus 
gravity, instead of favoring prolapse as it does when the 
child is erect, tends to draw the movable mucous mem- 
brane up into the bowel, and the nurse holding the but- 
tocks should at the first sign of protrusion push them 
together to prevent prolapse. When, in spite of careful 
attention to the diet, constipation appears, an injection 

(1) Archives of Pediatrics, July, 1904. 

(2) Ibid., December, 1904. 
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to soften the feces should precede each movement. Be- 
tween defecations, if the prolapse tends to recur, the but- 
tocks must be held together by adhesive strapping. A 
single well-marked escape of the prolapse may undo the 
result of many days conscientious treatment. The tone 
of the debilitated structures is greatly improved by daily 
massage of the perineum, sphincter and lower bowel; by 
cold douches to the perineum and lumbar cord ; and some- 
times by the application of electricity. If, however, the 
prolapse continues or increases in spite of several months , 
careful palliative treatment and improved general con- 
dition, resort must be made to medical measures. 

Perhaps the means most commonly employed to obtain 
a radical cure is the actual cautery. This is applied in 
three or four places around the lumen of the gut in longi- 
tudinal lines running up 4 to 8 cm. above the sphincter. 
The eschar should be at least i cm. wide and should in- 
volve nearly the whole thickness of the mucous membrane. 

For cases of moderate severity a simple surgical pro- 
cedure is often efficacious, when there is made an excision 
of a cuneiform mass of tissue from the postanal region, in- 
cluding the posterior part of the sphincter. The broad 
part of the wedge is at the anal margin while the edge 
looks toward the sacrococcygeal region; the wound is su- 
tured by catgut, edge to edge, with special sutures for the 
sphincter, the calibre of which is so diminished that it 
may work at better mechanical advantage. The oper- 
ation which has succeeded after the failure of several 
cauterizations is simple and brief; bleeding is slight with 
primary union in seven days. 

In more extensive cases it may be necessary to use more 
radical measures, of which, perhaps, the best consists in 
excision of the prolapsing membrane, just as in White- 
head's operation for hemorrhoids in the adult; if neces- 
sary a portion of sphincter may be removed; this operation 
is prolonged and the bleeding is profuse. 
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DISEASES OP THE LIVER. 

Primary Sarcoma. L. Emmet Holt^ reports an in- 
stance of adenosarcoma'of the liver occurring in an in- 
fant: The child was poorly nourished; in the right side 
of the abdomen a large tumor could be felt extending be- 
yond the umbilicus and down into the pelvis and filling 
the entire half of the abdomen; the surface of the tumor 
was smooth, the outlines distinct and it was soft to the 
touch; examination of other organs was negative, the 
temperature ran between 100° and 102°. The supposi- 
tion that it might be an abscess of the liver led to a punc- 
ture of that organ and the withdrawal of a bloody fluid, 
fatty droplets and liver cells, but no pus. The surgeon 
who was called thought that an incision was indicated 
and made one under cocain anesthesia. The patient died 
of exhaustion. At the autopsy the liver measured 19 cm. 
long and 21 cm. wide, and weighed 735 grams; the tumor 
was of light brown color and projected 2 cm. above the 
liver surface; there was no peritonitis or thickening to be 
noted; there was a pericarditis, and also a bronchopneu- 
monia, but no metastases were found. The microscopic 
examination showed adenoma with sarcomatous degener- 
ation in the center. The presence of a distinct capsule 
around the neoplasm seemed to argue in favor of the 
adenoma being the original process to which the sarcoma 
was added at a later date. 

Only two other cases among children have been re- 
ported. 

Talma Operation in an Eight-year-old Child. Milch- 
ner^ cites the case of a girl, 8 years old, suffering from an 
atrophic alcoholic cirrhosis of the liver, slight jaundice, 
extreme, grave anemia and ascites. As medicinal treat- 
ment proved futile, he decided to perform a Talma oper- 
ation. The omentum was thin and anemic and showed no 
adhesions; the phlebectasia, so common in liver cirrhosis, 
was absent. An omentopexy did not relieve the ascites 
but the veins of the chest and abdomen soon dilated 

(1) Medical Record, Sept. 10, 1904. 

(2) - • ' - . -. .. 



Therapie der Gegenwart, Dec, 1904. 
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Fig. 1. Holt's Case of Primary Sarcoma of the Liver. 
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considerably and a typical caput medusae formed. Milch- 
ner calls attention to the absence of venous dilatation in 
the omentum as a probable cause of failure in producing 
the desired results by a Talma operation; but, on the 
other hand, he proves by this case that the success of 
the Talma operation is not dependent entirely on dilata- 
tion of the omental veins and that the ascites accompany- 
ing cirrhosis of the liver is not always the result of conges- 
tion of the portal system. 

The Diagnosis of Jaundice in Infancy and Childhood. 

In infancy jaundice is usually physiologic; in childhood it 
is often due to gastroduodenitis, but occasionally the pres- 
ence of this symptom indicates some more serious affec- 
tion, says W. L. Johnson^. 

The following points are to be taken into consideration 
in making the dmgnosis: 

(1) The possibility of an obstruction of the bile ducts. 
The character of the stools is very helpful in determining 
this. 

(2) The manner of onset. If sudden some foreign 
body is probably causing an obstruction. 

(3) The history of the patient. A previous attack 
points either to catarrhal jaundice or to gall-stones. The 
severe pains accompanying the latter help in reaching 
conclusions. 

(4) The presence or absence of pain. Pain is present 
in catarrhal jaundice, but bears no resemblance to the 
agonizing pains due to gall-stones. 

(5) Ascites in connection with jaundice indicates 
either carcinoma or cirrhosis of the liver. In the former 
there are usually darting pains which are not present in 
the latter. 

(6) Fever is present at the onset in catarrhal jaun- 
dice, in suppurative troubles or inflammations. 

(7) If cerebral symptoms are present they suggest 
acute yellow atrophy of the liver, unless there is a pneu- 
monia or some other infection. 

(8) The appearance of the urine is often quite suffi- 
cient to establish a diagnosis. 

(1) St. Louis Medical Review, Feb. 4, 1903. 
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RHEUMATISM. 

Acute Artidnlar aheumatigm. According to Baginsky* 
the distinguishing feature of acute articular rheumatism 
in children is the early and almost inevitable complica- 
tion of the heart. Of 76 cases in his experience all but 7 
gave evidence of cardiac irritation or inflammation. In 
17 cases restitution of the heart appeared complete, but 
in 41 others some defect remained. The percentage of his 
patients left with the heart uninjured was 12; of those 
who entirely recovered 23, of those whose hearts were per- 
manently affected 62, and of those who died 9.9. The 
post-mortem findings demonstrated that in childhood the 
prominent anatomic reaction of the heart to the irritation 
of the rheumatic virus is a fibrinous pericarditis, with a 
tendency of the fibrinous exudate and proliferating prod- 
ucts of the inflammation to transform into tissue com- 
pletely uniting the heart and pericardium. In this crip- 
pled state the organism usually manages until the stress 
of puberty. Salicylic medication, Baginsky found, had no 
effect causative or preventive on the heart complications. 
The only drug of apparent benefit was potassium iodid, 
from 1 to 3 gm. a day, which alleviated the symptoms of 
severe inflammation in cases of pronounced pericarditis 
and endocarditis and sometimes magically reduced the 
fever, moderated the local inflammation and combated the 
most dangerous symptoms of the disease. 

James Burnet,^ who declares that further investigation 
should be made into the matter of rheumatism among 
children, believes that phar)mgitis and tonsillitis should 
more frequently be regarded as rheumatic, and that 
the heart should be carefully examined and the child kept 
in bed till all doubts are satisfied. He also believes that 
some cases of pneumonia attributed to "chill^^ may really 
be due to the specific virus of rheumatism. According 
to his observations psoriasis scarcely ever occurs, except in 
rheumatic subjects, and in his judgment not infrequent- 

(1) Berliner kUn. Woch. ; Abst. In Jour. Am. Med. Assoc, Jan. 
7, 1905. 

(2) A\)Bt. in Meaical Becord, Dec 17, 1904, 
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ly appendicitis is a rheumatic affection. A condition 
which he calls gastroenteric spasm, when the child com- 
plains of acute gastric pain after a meal and has an ur- 
gent call to stool, is often of rheumatic origin. That com- 
mon pain of childhood, in the side or in the upper part 
of the chest sometimes referred to the loin or to the infra- 
clavicular region, is frequently relieved by the adminis- 
tration of anti-rheumatic remedies. This pain may be 
detected in choreic subjects and it is significant that 
children of rheumatic heredity do not always show defi- 
nite manifestation of the disease but are often thin, nerv- 
ous and irritable, sensitive, subject to fits of violent tem- 
per and restless. Chorea is not an unusual development. 

In the matter of treatment the writer finds the best 
results from the administration of salicylates in large 
doses. As calomel keeps the gastrointestinal canal in good 
working order, it is beneficial. The heart requires espe- 
cial attention and ice-bags wrapped in flannel may be ap- 
plied. For slow convalescence cod-liver oil in small doses 
with continued anti-rheumatic remedies is helpful. 

Pearson* calls attention to a symptom which he has 
found present in many cases of acute rheumatism in 
children — an abdominal pain appearing early in the course 
of the disease. This pain is usually in the right or left 
hypochondriac region, or on both sides radiating either 
horizontally toward the median line or downward to the 
umbilicus. It is a pain of moderate intensity occurring at 
intervals, most frequently during exercise. The children 
describe the pain as "inside," and there is, as a rule, no 
tenderness on light or deep pressure. There is no ac- 
companying nausea, and the pain does not appear to be 
caused by any digestive disturbance, nor is it influenced 
by the diet of the child. Pearson has found that most 
of the children say that the pain is not like ordinary 
"stomachache," although they cannot describe its charac- 
ter very accurately. The author does not attempt to ex- 
plain its cause. He believes, however, that it occurs suf- 
ficiently often in connection with rheumatism to put the 
practitioner on the watch for the ordinary symptoms of 

(J) Briti^li Me^lcftl Jpurn^l, May 14, 1904. 
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rheumatism when this obscure pain is found in the up- 
per abdomen. He found that the usual treatment for colic 
did not relieve the pain. When other signs of rheuma- 
tism appeared and anti-rheumatic treatment was insti- 
tuted, the abdominal pain generally disappeared. In sev- 
eral cases aspirin was found to be very effective. 

The author supports his view by giving in detail the 
history of 4 or 5 cases of rheumatism in childhood in 
which this abdominal pain was an early and well marked 
symptom. 

Bheumatoid Disease in Children. According to John 
L. Morse/ all the forms of rheumatoid diseases occurring 
among adults are met in children also, but are unquestion- 
ably much less common. This is especially true of the 
atrophic and hypertrophic forms, which are extremely 
rare. 

In 1896 Still discovered a form of rheumatoid dis- 
ease, supposed to be peculiar to childhood, and since 
called "Stilus Disease." The onset while sometimes acute 
with pyrexia and chills, is usually insidious^ beginning 
with stiffness in one or more joints, which slowly become 
enlarged; other joints subsequently are affected. The 
joints earliest affected are those of the hands, wrists and 
cervical spine, the ankles, elbows and fingers. The af- 
fection of the joints is symmetrical. Pain is absent as 
a rule, except sometimes on motion, which is always lim- 
ited. There is no tendency to suppuration or bony anchy- 
losis. The muscles which move the diseased joints early 
show great wasting. The distinctive feature is the gen- 
eral enlargement of the glands, which involves chiefly and 
first those related to the affected joints. The glands are 
separate and hard, show no tendency to break down and 
vary in size with the acuteness of the symptoms in the 
joints. Enlargement of the spleen is almost always pres- 
ent, and varies directly with that of the glands and the 
acuteness of the joint symptoms. There is generally a mod- 
erate diminution in the number of red corpuscles, often 
associated with a disproportionate diminution in the 
amount of hemoglobin. There are two types of tempera- 

(1) Boston Med. and Surg. Joiir., Nov. 17, 1904. 
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ture, one of which shows periods of pyrexia, lasting only a 
few days and followed by longer intervals of apyrexia ; the 
other shows more or less slight continuous pyrexia. The 
pyrexial attacks are not usually associated with any clin- 
ically demonstrable exacerbation of the joint trouble. The 
course is slow. Although there may for a time be improve- 
ment under treatment or spontaneously, the disease soon 
progresses again until a condition of general joint disease 
is reached and seems permanently stationary. The disease 
is not fatal and the few deaths recorded have been due to 
complications. 

The description of this disease accurately fits certain 
forms of infectious arthritis. The condition of the joints 
is identical with that found in infectious arthritis. More- 
over, x-ray photographs of typical cases of Still's disease 
show no bony changes. The anemic condition is the same 
as that in infectious arthritis after the acute stage is 
passed. The leucocytosis is evidence of a mild toxemia. 
The enlargement of the glands is also characteristic of 
infectious arthritis. The frequent occurrence in children 
of splenic tumor, which is not unusual, in adults is prob- 
ably to be explained by the greater reaction of the spleen 
to toxemia at this age. There can be little doubt, there- 
fore, that Still's disease is merely a somewhat peculiar 
form of infectious arthritis and there is no justification 
for setting these cases apart and giving them a special 
name. They should be considered merely as cases of infec- 
tious arthritis and Still's disease dropped from the nomen- 
clature. 

The treatment of these cases of infectious arthritis in 
children is of course essentially the same as that of the 
same condition in adults. The salicylates and other so- 
called "rheumatic" remedies cannot be expected to do any 
good and may by their depressing action do much harm. 
The prognosis is certainly better than that given by Still 
and if the great recuperative power of children be consid- 
ered should be better than among adults. 

Oout. As typical attacks of gout are rare in children, 
and the majority of pediatric text-books do not even men- 
tion the disease, the case of gout in a boy of seven years 
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reported by B. 0. Lunz^ is interesting. The pain was in the 
hands and feet and after a seizure, typical gouty deposits 
could be seen on the fingers of both hands ; the urine con- 
tained urates in excess. Large doses of alkalies were 
given. It is worthy of note that the boy lived in wretched 
hygienic circumstances, his gout was not the classic ar- 
thritis divitum. 



DISEASES OF THE GLANDULAR SYSTEM. 

The Diagnosis of Enlarged Bronchial Lymph STodes. 

According to A. Friedlander^, the physical signs of en- 
larged bronchial lymph nodes are, broadly stated, always 
those of compression, but in the early stages of the con- 
dition, it is not easy to determine positively the existence 
of the enlargement. An accompanying cervical adenitis 
is always a suspicious condition, the glands over the 
sternum, being more often involved in connection with 
the bronchial nodes. Percussion yields no positive infor- 
mation. Bronchovesicular breathing on the left side with 
prolonged and very harsh expiration is always suggestive. 
Rough breathing on the right side in children must be 
interpreted with caution. Definite bronchial compression 
will naturally give a diminished respiratory murmur. 
Other signs of importance are distended cervical veins, 
facial edema, and atelectasis of one lung with cardiac 
dilatation. Recently the author has made a series of blood 
counts in ten patients and finds in all a lymphocytosis. 
This fact he looks upon as a reactive process due to gland- 
ular irritation. He also notes that in two diseases in 
which a tracheo-bronchitis exists — ^pertussis and measles — 
there is a constant lymphocytosis, which he is inclined to 
attribute to the irritation of the tracheo-bronchial glands. 
Status Lymphaticus. Death Following Chloroform 
Anesthesia. A case is reported by F. A. Simmons.^ The 
patient, aged 10, had been circumcised and was being op- 

(1) Medlzlnlkoe Obosrenie, LXII, No. 17; Abst. In American 
Medicine, Nov. 12, 1904. 

(2) Jour. Am. Med. Assoc, Jan. 7, 1905. 

(3) N. Y. and Pblla. Med. Jour., Aug. 27, 1904. 
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erated on for adenoids and hypertrophied tonsils, the 
anesthetic having been discontinued. The pulse suddenly 
failed and the face became cyanotic. Restorative meas- 
ures proved useless. Autopsy revealed the following con- 
ditions: Extreme venous engorgement and dark fluid 
blood everywhere present. The vessels of the brain showed 
deep injection, and there were adhesions between the 
dura and the pia. The thymus gland was large and deep- 
ly congested. The heart had stopped in systole. Exami- 
nation of the abdominal viscera showed all organs normal, 
except for congestion, with the exception of the spleen, 
which on section showed a normal capsule, but a very dark 
and congested pulp, with numerous small tubercles 
throughout which were too regular to be tuberculous. 

Hodgkin's Disease. A case of Hodgkin's disease is 
reported by Sherman and Gaylord.^ M. G., aged 9 years, 
was admitted to the Children's hospital in August, 1898. 
Her family history was negative, except that her father's 
another died at 80 of cancer of the stomach. When six 
years old, it is said, she caught cold and the lymph nodes 
in the neck commenced to grow. At seven she had a mild 
attack of measles, which did not seem to increase the size 
of the nodes. At eight, six tumors which had started from 
under the back of the ear and had grown toward the 
front, were removed from her neck. These lymph nodes 
were all of one size and had never shown any tendency to 
break down. In five or six months after operation they 
grew faster than ever. Upon admission she had a mass of 
lymph nodes about the size of a large orange, in the left 
cervical region lying mostly in the anterior triangle, not 
involving tiie submaxillary nodes, and not adherent to the 
skin. The mass was not hard, was nodular, somewhat 
movable and painless. Under course of arsenic treatment 
the lymph nodes decreased in size, but later started to 
grow again. 

In March, 1901, she was again operated upon, and the 
whole mass, which consisted of enormously hjrpertrophied 
nodes, each in a capsule, from which most of 
them were easily enucleated, was removed. She did 

(1) Archives of Pediatrics, Jan., 1905. 
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well for about six months, when she began to fail, 
becoming paler and somewhat edematous in both legs and 
abdomen. One year after the last operation examination 
showed the cervical lymph nodes on the right side and 
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Fig. 2.. Sherman and Gaylord's Case of Hodgkin's Disease. 

those in the right axilla and groin swollen. There was 
some dyspnea, probably caused by a mass in the anterior 
mediastinum. Besonance on the left side was impaired, 
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even to flatness at third interspace. In the left lung, in 
the supra — ^and infra-clavicular regions, there was bronchial 
breathing, thought to be due to atelectasis. Tubercle ba- 
cilli were found in the sputum. The abdomen was dis- 
tended, containing a slight amount of fluid; liver en- 
larged. In the median line three inches above the navel 
there was a small nodular mass, which became tender 
after frequent examinations. The spleen was enlarged 
and not sensitive. 

At later examinations the lymph nodes, especially of the 
axillae, were found to have increased in size. The mass 
in the abdomen increased rapidly, was somewhat sensitive 
and fluid in large amount appeared. The child failed 
rapidly and died in May, 1902. 

Autopsy showed: Universal lymphosarcoma; ascites 
and hydrothorax; bronchopneumonia, upper lobe left 
lung ; right lung atelectatic from pressure ; fatty liver. In 
histologic characteristics the case conformed to the most 
recently adopted views of Hodgkin's disease. 

Pseudolenkemia (Lymphosarcoma). John J. Bedfem^ 
reports a case of pseudoleukemia, of interest both on ac- 
count of its acuteness and the early age at which it oc- 
curred. The patient was a healthy, plump, well-developed 
little girl, two years and nine months old, with several 
swollen glands on the left side of the neck and some less 
swollen on the right side. These glands were firm, dis- 
crete and somewhat elastic, not painful or tender on pres- 
sure. The case terminated fatally by syncope after about 
eight weeks* illness. The disease progressed rapidly, al- 
though the child^s general condition remained good; the 
usual odema and pallor were not very marked and the 
general nutrition of the body was maintained until death ; 
the spleen and liver were not markedly enlarged on per- 
cussion ; there was no pain or cough ; pyrexia was intermit- 
tent and under 101 P. Arsenic was administered through- 
out and at first iodide of iron and cod liver oil. There 
was no family history of syphilis or tuberculosis. 

(1) Lancet, Sept. 10, 1904. 
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Diagnosis. Schamberg^ believes in no other acute dis- 
ease are so many errors of diagnosis made as in scarlet 
fever, for, on the one hand, many mild cases are over- 
looked, and, on the other, rashes resembling that of scarlet 
fever but proceeding from different causes are not infre- 
quently diagnosed as scarlet fever. It happens that no 
one symptom is pathognomonic of scarlatina. 

The rash, the most conspicuous symptom, is not in it- 
self characteristic, since practically an identical exanthem 
may occur in other conditions. Nor does its absence en- 
tirely exclude the diagnosis of scarlet fever, for we may 
have a scarlatina without eruption (scarlatina sine erkp- 
tione)y without fever (scarlatina sine febre), or without 
sore throat (scarlatina sine angina). 

The presence of pronounced enlargement of the lingual 
papillae, "strawberry tongue," in suspected cases of scarlet 
fever is strong confirmatory evidence of the existence of 
that disease; the negative value of the absence of this 
characteristic is less important. 

The statement is sometimes made that the occurrence 
of desquamation after a scarlatiniform eruption proves 
the scarlatinal nature of the preceding exanthem. Too 
much importance has been attached to the mere occur- 
rence of desquamation in scarlet fever ; the time of its on- 
set, its mode of progression and persistence are of more 
diagnostic importance. Desquamation in scarlet fever is 
usually. observed first on the face, usually from the fourth 
to the sixth day, about the sixth day the same process is 
noted on the neck and upper portion of the chest. The 
hands ordinarily begin to desquamate from the twelfth to 
the fourteenth day ; on the teet scaling may not commence 
until the third week. Scarlatinoid eruptions, in the 
writer's experience, begin to scale more quickly, particu- 
larly on the hands and feet. A form of scaling so frequent 
as to be suggestive of scarlet fever is that which begins 
just beneath the free border of the finger nails, extending 



(1) Jour. Am. Med. Assoc, Aug. 6, 1904. 
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thence down the fingers, exposing the new pink epidermis. 

Differential Diagnosis. Among the affections to be dis- 
tinguished from scarlet fever, the most important are 
those grouped under the designation of erythema scarlati- 
niforme, or scarlatinoides. 

These eruptions are due to toxic or septic states or to 
the action of drugs or sera. Simple scarlatiniform ery- 
thema may occur during the course of various infectious 
processes, as rheumatism, septicemia (puerperal or other 
forms), pyemia, malaria, typhoid fever, etc. An evanes- 
cent scarlatiniform rash may appear before the true ex- 
anthem of measles, varicella, smallpox and vaccinia. All 
grades of scarlatiniform erythema may develop during the 
stage of decrustation of smallpox. Diphtheria antitoxin 
arid other sera may produce scarlatiniform rashes, which 
bear the strongest possible resemblance to scarlet fever. 
The drugs most commonly giving rise to scarlatiniform 
eruptions are quinin, mercury, belladonna and salicylic 
acid. 

It is often a matter of great diflBculty to distinguish 
scarlatiniform erythema from true scarlet fever. In 
the former the invasive symptoms may be mild; the pa- 
tient commonly does not complain of feeling ill ; the tem- 
perature elevation is slight, perhaps 101 or 102 F. The 
throat may be reddened, but the tonsils and uvula are not 
swollen, and there is no exudate on the tonsils, nor is the 
tongue usually reddened and papillated. The eruption 
may begin on any portion of the body, perhaps patchy or 
irregular, perhaps diffuse, with or without punctuation. 
The glands at the angle of the jaws are not likely to 
exhibit any pronounced enlargement; albuminuria is rare 
and there is no otitis media. The significant feature in 
scarlatiniform erythema, particularly when the rash is 
well pronounced, is that the intensity of the eruption is 
out of all proportion to the amount of constitutional dis- 
turbance. There is not present the prostration and high 
fever which would accompany a rash of similar severity 
in scarlet fever and there is ii c vci aeen a severe sore 
throat. Another point of great diagnostic importance is 
the history of previous attacks; the tendency to recur- 
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rence is a well-recognized feature of scarlatiniform ery- 
thema. 

Scarlatiniform Easlies. The primary rash of scarlet 
fever, as observed by A. D. Heath/ is bright, brick-red, 
first appearing on chest, neck and upper arms, spreading 
downward, fully developed in about two days and general- 
ly disappearing in a week. The rest of the condition is 
made up of closely-set minute red papules surrounded by 
erythema. The face is flushed, the region around mouth 
pale, and the typical punctiform eruption skips the face 
except sometimes the forehead and temples. Over the 
flushed surface of the face a fine powdery desquamation, 
like the bloom of a peach, soon develops. Desquamation 
usually well marked at the end of a week, begins on the 
face, neck and chest, and lasts a long time. 

The eruption of German measles appears first on the 
face as scattered pinkish-red spots, darker at the center 
than at the periphery. It spreads rapidly and may reach 
the feet in 24 hours. On the trunk and limbs the spots 
may coalesce and resemble the rash of scarlet fever. There 
is either no desquamation or it is furfuraceous and usual- 
ly lasts only two or three days. 

In measles the rash appears,- first on the temples at 
the hair margin of the forehead, behind the v^ars, and at 
the upper part of the neck. The spots are distinctly papu- 
lar, may be crescentic, become purplish and occur in 
groups. The eruption spreads downward and reaches its 
maximum on the third day. The face is flushed and 
spotted and the region about the mouth may be thickly 
covered with papules. 

A condition met generally in summer is that of a 
roseola appearing suddenly on neck, limbs and trunk 
without prodromal symptoms or glandular enlargement. 
Among these erythematous rashes, which are classed as 
skin diseases, are those from friction, heat, cold, certain 
rays of light, and various irritants such as turpentine and 
mustard. Children are subject to transitory patchy ery- 
thema, especially from teething and worms. Enemata 
especially by soap and water may be followed by brilliant 

(1) Birmingham Med. Rev., Oct., 1904. 
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scarlatinifonn eruptions, with a Bense of great heat in 
the skin, though the thermometer shows no rise in tem- 
perature. Searlatiniform rashes may occur after the use 
of such drugs as copaiba, antipyrin, belladonna, chloral 
hydrate, or quinin, and in diphtheria, influenza and ty- 
phoid fever. The writer has seen extensive rashes fol- 
lowing the administration of diphtheria antitoxin and in 
uremia, septic conditions, acute rheumatism and ton- 
sillitis. The latter, if on the chest, is particularly difficult 
to distinguish from scarlet fever. A rarer form of erup- 
tion is erythema scarlatiniforme, in which a bright searla- 
tiniform eruption rapidly spreads, often in 24 hours. 
Desquamation begins early, is free and may include hair 
and nails. Frequent relapse is common. 

Feer^ has lately described changes in the nails in scar- 
let fever and measles. In typical cases four to five weeks 
after the beginning of scarlet fever about the time scal- 
ing is complete, a furrow appears on the upper surface of 
the nail near the root. As the nail grows this line is 
pushed forward so that two months after the onset of the 
disease it is plainly marked. It is plainest on the thumb 
nail, in patients with strong, heavy nails, and after severe 
attacks of scarlet fever. 

The explanation of this phenomenon is simple; at the 
onset of the disease and later during desquemation there 
is a disturbance in the nutrition of the epithelial cells of 
the nail root, interfering with a uniform growth of the 
nail and leading to the formation of the furrow, which 
four to six weeks later becomes visible. 

Similar changes in the nails have been observed in 
measles but to a degree less marked and is less general 
than in scarlet fever. 

Schmaltz^ has made a study of the heart in 191 cases 
of scarlet fever and has discovered in 35 per cent some 
abnormal sign in the vascular system. The pulse at the 
onset of scarlet fever is rapid, 150 to 160 in children, 
without much indicating the heart condition. Heart le- 
sions may be present with a slow pulse. Although the 

(1) Muenchener medlzlnlsche Wochenschrlft, Oct. 4, 1904. 

(2) Ibid., Aug. 9, 1904. 
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pulse rate suddenly or gradually falls to normal just be- 
fore the fall of temperature or simultaneously with it, it 
occasionally remains high even after the temperature is 
normal. A common condition at the time of the drop in 
temperature is an irritable state of the heart, when the 
pulse-rate shows daily fluctuations of 20 or more Keats. 
All these phenomena may be present without other cir- 
culatory disturbances, but if exaggerated generally point 
to a lesion. 

Sometimes the pulse, after being normal or slow during 
the first part of convalescence, shows acceleration Vhich 
always means a heart lesion. In such cases an apical 
systolic murmur is found; the apex-beat is displaced out- 
ward ; the hearths dullness shows increase transversely, and 
the second pulmonary sound is accentuated; qrhythmia 
is a common accompaniment; subjective symptoms are 
absent or slight. It is not only the severe cases of scarlet 
fever which show this heart disturbance but mild ones as 
well. 

In 29 of these patients noted by Schmaltz the heart 
trouble cleared up before leaving the hospital; of 24 ex- 
amined several months later, 5 showed no heart affection, 
but in 16 there were definite signs of mitral regurgitation 
and in 2 there was an apical murmur without enlarge- 
ment of the heart. A necropsy was held in 13 cases, in 
only one of which endocarditis was found ; and in 20 other 
cases quoted endocarditis was found in 2. The author in- 
sists on careful examination of the heart in all cases, with 
rest in bed and application of ice to the heart region, if 
disturbances arise. Little or no benefit is derived from 
the use of digitalis. 

Louis Fischer^ says the heart in scarlet fever should 
share with the temperature very close attention, for the 
temperature may mislead and would often indicate im- 
provement when a complication is suddenly detected, llie 
pulse in its character, frequency, and tension is the im- 
portant guide and immediately indicates systemic weak- 
ness. A pulse rate gradually increasing from 120 to 130, 
140, 150, and upwards always denotes a grave condition 

(1) N. Y. and Phlla. Med. Jour., Dec. 17, 1904. 



Digitized 



byGoogk 



98 PEDIATRICS. 

and a careful examination of the heart will usually reveal 
an endocarditis. When the pulse rate drops from 100 to 
90, 80, 70, or even 60 in a child during the course of an 
acute infectious disease myocarditis should be suspected. 
In infectious fevers there is an increase in the length and 
intensity of the first sound heard at the apex. In con- 
tinued fevers, causing degeneration of the heart muscles, 
there is a shortening and weakening of the first sound 
heard at the apex. In the exhaustive heart strain of myo- 
carditis the first sound is feeble and merges into the sec- 
ond, a condition met in diphtheria, scarlet fever, and 
typhoid, although it may be produced by any devitalizing 
cause. 

Fischer would put every scarlet fever patient in bed for 
at least four weeks, maintaining the temperature of the 
room between 68° and 70°, and protecting the body with 
sweet oil, lanolin, or carbolized vaselin. He would re- 
strict the diet to liquids, principally of milk and alkaline 
waters, stimulate the emunctories, and recommends a hot 
saline colon fiushing, one or two quarts, at a tempera- 
ture of 115° to 120°F., once a day after the first week, re- 
gardless of its necessity. 

He prefers the following drugs: Sulphocarbolate of 
sodium, 5 to 20 grains, three or four times a day ; for the 
kidneys hot salines and diuretics liberally; for the heart 
spartein, strophanthus, and 5 to 20 drops of a 1 to 5,000 
solution of adrenalin which stimulates the heart's action 
and neither irritates the gastric mucosa nor has a cumu- 
lative effect. 

A. Seibert^ discussing scarlet fever in New York City, 
says the disease is evenly distributed each year among the 
different districts in direct proportion to the number of 
inhabitants and that it is commonest, of course, among 
school children, since the principal sources of contagion 
are the schools. He believes the germ first invades the 
pharynx, reaches the nearest skin surface, and then 
spreads locally by continuity of surface in the lymphat- 
ics of the skin. He aims in the treatment to destroy 
streptococci in the scarlatinal throat and skin before they 

(1) N. Y. and Phila. Med. Jour., Dec. 17, 1904. 
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can enter the blood. To this end he rubs into the entire 
skin a 5% and 10% ichthyol-lanolin ointment two or 
four times each day, in this fashion reducing the swelling 
and itching and ^proving by the almost utter absence of 
desquamation, even in severe cases, that the inflammation 
of the skin is actually slighter. These inunctions diminish 
the opportunities of contagion. Seibert, as soon as the 
exudate manifests itself in the throat, disinfects the naso- 
pharynx and pharynx with a 50% resorcin-alcohol solu- 
tion which penetrates the exudate and enters deeply into 
the affected mucosa, where it destroys the life of every 
streptococcus (or any other germ) with which it comes in 
contact. In mild cases these applications should be made 
daily, in severe ones more frequently. This treatment must 
be continued until the throat is free from exudate and the 
lymph nodular swelling disappears. 

A case of scarlatinal hemiplegia reported by Southard- 
Sims,^ is summarized as follows: Scarlet fever of moder- 
ate severity occurred in a boy of five years; convalescence 
was interrupted about five weeks after onset by cerebral 
symptoms which in two weeks proved fatal. The contrac- 
tions and sensory symptoms began in the right leg and ad- 
vanced during four days to affect the whole right side, in- 
cluding the face. The contractions were sharply defined 
(at one time alternating regularly with relaxations at in- 
tervals of about ten seconds) and limited in duration (a 
few seconds) ; paralysis of the affected limbs ensued. Dur- 
ing the last week the child was in the main unconscious 
(masking symptoms on left side). 

The autopsy showed the following: desquamation of 
skin after scarlatina; fresh and pigmented hemorrhagic 
lesions in the cortex of both parietal lobes, with edema of 
overlying pia mater. 

The findings microscopically were: Early broncho- 
pneumonia, due to the Staphylococcus pyogenes aureus; 
purulent infiltration of foci in the parietal pia mater and 
overlying arachnoidal villi ; hemorrhages in the cortex and 
extensive development of cells phagocytic for polynuclear 
leucocytes, blood corpuscles and fatty detritus, in meshes 

(1) Journal Am. Med. Assoc, Sept. 17, 1904. 
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of pia and in adventitm of short arteries of the cortical 
system; phagocytosis, associated with solution and fatty 
change of neighboring nerve tissues; peculiar dot-like 
necrosis in some nerve cells, which assumed glia stain; 
fatty changes in associated motor systems and eariy 
changes (axonal degeneration) in the lower motor 
systems. 

An important communication on the protozoa of scar- 
let fever is published by C. W. DuvaP in his researches 
on the "bodies," found by Mallory in 1903 in the skin of 
autopsied scarlet fever patients and their presence in the 
fresh serum was demonstrated. The inquiry was under- 
taken in the belief that, if these "bodies" lying free in the 
intercellular lymph spaces represented stages in the life 
cycle of a protozoon, they could be drawn into the con- 
tents of an artificially produced vesicle. 18 cases were 
studied and the protozoa-like bodies found in the vesicular 
contents. A careful search of the contents of artificial 
vesicles produced on chemically injured skin failed t6 dis- 
cover them ; nor were bodies found in the serum from arti- 
ficial vesicles produced on the skin of other acute exan- 
themata. In the production of the vesicle aqua ammonia 
fortior was employed after trials with a number of other 
agents. The serum in these vesicles is free from leuco- 
cytes and red cells. 

At the Memorial Institute for Infectious Diseases one 
or two occurrences suggested the possibility that the strep- 
tococcus might pass from one patient to another, and that 
a scarlet-fever patient with severe streptococcal complica- 
tions might become a source of danger to the uncompli- 
cated cases in the same ward; therefore Alice Hamilton^ 
undertook the following experiments. 

Sterile Petri dishes were filled with rabbit's blood agar, 
and were used to catch invisible droplets of sputum ex- 
pelled from the mouths of scarlet-fever patients when 
coughing or crying, or when breathing heavily with the 
mouth open. Fifty cases were examined. At the same 
time that the plates were collected, cultures on glucose 



(1) Univ. Penn. Med. Bull., Nov., 1904. 

(2) Jour. Am. M6d. Assoc, April 8, 1905. 
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agar were made from the tonsils and examined for the 
presence of the streptococcus. 

For the majority of cases two plates were used; one 
held at from 12 to 15 centimeters from the mouth, the 
other at from 18 to 24. The patient was asked to cough 
twice while each plate was so held. If the cough was 
feeble the plate was held nearer; if very vigorous, farther 
away. In the case of crying babies the plates were hteld 
for one-half minute in front of the mouth. Some of the 
patients were too ill or too young to cough, and then the 
plate was simply held before the mouth for almost a 
minute, provided the patient was breathing rather forci- 
bly and with the mouth open. In spite of every effort to 
attain uniform results the colonies on the plates varied in 
number from nothing to 175. 

As a result of the study of these 50 cases, it was found 
that streptococci were present on the tonsils of 47, as 
shown by the cultures from swabs. It was expelled by 
coughing or crying in 20 out of 34 patients who could 
either cough or cry, and by expiration in 13 out of 16 pa- 
tients who were too ill to be made to do so. 

These 50 cases represented almost all varieties of scar- 
let fever, and were taken during the first three weeks of 
the disease. Fifteen had severe pharyngitis, but the num- 
ber of streptococci expelled by these cases did not average 
higher than the number expelled by the others. 

These experiments prove that living streptococci are ex- 
pelled into the air by scarlet-fever patients, and this not 
exceptionally, but in as much as 66 per cent of all cases. 
In all probability some are non-virulent — those from the 
cases in which the angina is mild in character. In others 
there is reason to believe that they are moderately viru- 
lent, and in some the virulence may be of a very high 
grade. 

Since, then, it has been shown that the streptococcus is 
expelled into the air surrounding the patient, the writer 
feels justified in urging that those patients who are suf- 
fering from severe streptococcal complications should be 
isolated from uncomplicated patients, or that in hospitals 
where isolation is impossible a gauze mask should be used 
to cover the patient's mouth. 
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Treatment with Antistreptococcus Serum. Henry L. 
K. Shaw^ states that for the last four years all the severe 
eases of scarlet fever admitted to the Annakinderspital in 
Vienna have received the Moser serum with results not 
less remarkable than those noted after the use of diph- 
theria antitoxin. The fever falls to normal without any 
signs of collapse or sweating, the pulse rate diminishes 
and its quality improves, the symptoms on the part of the 
central nervous system subside rapidly and there is per- 
ceptible improvement in the general condition of the 
child, all of the symptoms of a general toxemia quickly 
disappear. SequelaB and complications have been less fre- 
quent since the use of the serum, and, when they do occur 
are less severe; no fatal case of nephritis has occurred in 
any of the injected cases. The mortality for four years, be- 
fore the serum treatment was instituted, averaged 14.5 per 
cent, and for the four years since its employment, 8 per 
cent. For the same period in the other scarlet fever hos- 
pitals in Vienna, where the serum was not used the mor- 
tality averaged 13.1 per cent. The only unpleasant re- 
sult of its use is the serum exanthem, which is not in the 
least dangerous, although it makes the children uncom- 
fortable. Although the cases in which a prophylactic dose 
has been given are still few, the results are most encourag- 
ing. At the present time this serum is prepared only at 
the Vienna Serum Institute and is not on the market. 

From the study of a number of cases of scarlet fever 
treated with antistreptococcic serum, Mackie^ concludes: 

1. Antistreptococcic serum is of distinct value particu- 
larly in those cases where the throat lesion is severe and 
toxemia is marked. 

2. Hence bacteriologic examination gives no sure 
guide as to when the serum will be beneficial, it is advis- 
able to give the serum early and to make the bacteriologic 
examination afterwards. 

3. The serum ought to be given early in the disease 
just as in diphtheria. The later the serum is used 
the less likely is it to be beneficial. Antistreptococcic 

(1) Medical News, Oct. 29, 1904. 

(2) Lancat, Feb. 20, 1904. 
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serum is too often brought in with the strychnin and oxy- 
gen, when it is unreasonable to expect it to be of use. 

4. If the first dose or two have no effect on the tem- 
perature, its continuation will probably not be of any 
value. 

5. The serum is likely to produce urticario-erythema- 
tous rashes. 

6. In those cases in which it does no good there is no 
evidence to show that it does harm. 

H. N". Chapman^ reports a case of scarlet fever which 
yielded promptly to antistreptococcic serum. Within ten 
hours after injecting 10 c.c. the temperature dropped 4 
degrees; the dose was repeated every 24 hours, and the 
temperature reached normal ten hours after the fourth in- 
jection. The other treatment was hydrogen peroxid for a 
throat wash and benzoate of soda internally, tonics and 
calomel. 

Spencer^ reports the use of antistreptococcic serum in a 
boy, aged 5 years, who developed an infective endocarditis 
with pericarditis, during his convalescence from scarlet 
fever. The serum in doses of 10 c.c, was injected twice 
on the ninth and once on the tenth and eleventh days of 
the illness, and again on the seventeenth, eighteenth, 
(twice) and nineteenth days of illness. The result was 
marked, the temperature falling rapidly to 98. Spencer 
advises that the serum treatment be begun early and that 
the size of the doses should be regulated not by the age of 
the patient but by the gravity of his condition. It is un- 
desirable to wait for a positive confirmation of the diag- 
nosis, such as embolism or infarct before beginning treat- 
ment. 

Buttersack's^ indorsement of the use of urotropin to 
prevent nephritis in scarlet fever has attracted much at- 
tention. In the dosage which he advocates (.05 to 5 gm. 
three times a day) there need be no fear of disturbances, 
even in case of recent nephritis. When it is not given as 
a preventive during the entire course of the disease, it 

(1) St. Louis Courier of Medicine, Sept., 1904. 

(2) Lancet, Feb. 18, 1905. 

(3) Deutsches Arcliiy f. kllnische Medizin ; Abst. in Jour. A. 
M. A., Oct. 8, 1904. 
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should be administered at the first trace of albumin in the 
urine. He explains its action as due to the liberation of 
nascent formaldehyd in the glomeruli and tubules, neu- 
tralizing the scarlatinal toxins or destroying the bacteria 
exactly at the points where the morbid process begins. 
His experience was limited to 10 cases among which he 
found not a trace of nephritis. 

Shick^ treated 38 cases of scarlatina with urotropin, ac- 
cording to Buttersack's method (.5 to 1 gram three times 
a day for the first three days of treatment, repeated on 
three consecutive days in the third week of the illness). 
Of these 38 cases — 5, or 13%, developed nephritis. Of 72 
cases studied at the same time and not given urotropin 
only 4, or 5.5%, developed nephritis. 

Drawing his conclusions from these figures, Shick 
thinks that urotropin is valueless as a prophylactic in 
scarlatinal nephritis and found also that urotropin in no 
way influenced nephritis itself. Cases in which it was 
used ran just as severe and long a course as such cases 
usually do. 

MEASLES. 

The NonsuBceptibility of the Newborn to Measles. 

The nonsusceptibility of the newborn to measles is well 
illustrated in a case reported by E. E. Graham.^ A 
child was born while the mother was in an attack of 
measles. The child was healthy, and at no time was it 
isolated from its mother. It was kept in the same bed 
and nursed at intervals of two hours. Six weeks after 
birth, the infant had presented no evidence of having con- 
tracted the disease. 

The Value of the Koplik Spots in Diagnosis. Briin- 
ing^ shows that although the vast majority of reports in- 
dicate that the Koplik exanthem is visible in practically 
^11 cases of measles, still a few observers have published 
less confirmatory statistics. A study of one hundred cases 

(1) wiener klinlsche-therapeutlsche Wochenschrlft, Sept 18, 
1904. 

12) N. Y. and Phlla. Med. Jour., Sept. 17, 1904. 

(3) Deutsche medizinische Wochenschrlft, March 9, 1905. 
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of measles seen during a recent epidemic of the exanthem 
in Leipsic leads him to ascribe the greatest value to the 
sign, both from a diagnostic and differential point of 
view. The spots are never found in cases of rubeola, scar- 
latina, or serum rashes, whereas they are invariably pres- 
ent in measles, and must be valued as an important differ- 
ential aid in diagnosticating the exanthemata both in pri- 
vate and hospital practice. 

Measles Without Eruption. Rolleston^ reports the case 
of a girl aged five years, in which a diagnosis of measles 
was made, although there was no measles eruption. The 
diagnosis was based on the occucrence of several other 
cases in the same ward, the presence of catarrhal symp- 
toms, pyrexia, Koplik^s spots, and the prolonged pro- 
dromal erythematous and urticarial eruptions. The child 
had had a previous attack of measles. Of all the acute ex- 
anthemata, measles least frequently assumes anomalous 
forms, but the possibility of a non-eruptive measles (called 
morbilli sine morbilis vel rubeola sine exanfhematis) has 
been admitted by the majority of writers. 

Prodromal Bashes of Measles. He also^ met with 
prodromal rashes in 30 cases of measles, 42.8 per cent of 
the total number (70) of cases observed. In 22 of the 30 
cases the prodromal rash appeared on the first day of the 
disease ; in 7 on the second day ; and in the others on the 
fifth day, followed by the specific eruption on the sixth 
day. Isolated macules occurred in 14 cases; blotchy ery- 
thema in 10 ; isolated papules in 9 ; urticaria in 9 ; scarla- 
tiniform rash in 9; circinate erythema in 1. The macules 
and papules were the first to appear. Urticaria occurred 
late, sometimes coexisting with the specific eruption. The 
isolated papules were frequently the same size and shape 
and sometimes of the same distribution as the rose spots 
of enteric fever. Sometimes they suggested the eruption 
of rotheln. The distribution of the eruption was as fol- 
lows: on the trunk in 28; behind the ears in 15; on the 
limbs in 14 ; on the face in 4 ; on the neck in 2. 

The frequent appearance of scarlatiniform rashes on 

(1) Lancet, Dec. 10, 1904. 

(2) Brit. Med. Jour., Fel). 4, 1905. 
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the second day of the disease, before the development of 
catarrhal symptoms, the accompanying injection of the 
soft palate and fauces, and occasional deposit on the ton- 
sils with submaxillary adenopathy, add to the diflSculties 
of the diagnosis. The transient nature of the eruption 
and the association of Koplik's spots, stomatitis, and ca- 
tarrhal symptoms are important factors in making a diag- 
nosis of measles. Closely associated with their transient 
existence is the tendency to remain localized and not to af- 
fect any special situation. The simultaneous association 
of several varieties of eruption is characteristic as well as 
the fact that these prodromal rashes are not accompanied 
by any cutaneous irritation. There is no pain or pruritus 
nor subsequent desquamation. These initial rashes are 
not of prognostic value. The short existence of most of 
these rashes serves in a degree to account for the scanty 
attention they have received. 

Experimental Measles. By the following experiments 
in which he took special care to exclude natural infection, 
Hektoen^ has tried to determine whether at the height of 
the attack of measles the blood contains the, cause of the 
disease. 

Experiment 1. — The blood injected was taken from a 
9-year-old boy who in the later stages of desquamation 
after an uncomplicated attack of scarlet fever developed 
a rather mild but typical attack of measles. On the fourth 
day four c.c. of blood were withdrawn from the vein at 
the right elbow. Two flasks with 50 c.c. of ascitic broth 
were inoculated at once with one and three c.c. of blood 
respectively and placed in the incubator at 98.6*" F. for 24 
hours. 

Four c.c. of the flask of 50 c.c. of ascites broth mixed 
with three c.c. of blood were injected under the skin of the 
chest of a healthy medical student, at the end of the period 
of desquamation after an uncomplicated attack of scarlet 
fever. This man had been for 26 days in a hospital, at 
that time as well as before and afterwards entirely free 
from measles. So far as could be learned upon careful 
inquiry the man injected had not had any disease at all 

(1) Journal of Infectious Diseases, Feb., 1905. 
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resembling measles except scarlet fever. At no time did 
any symptoms appear at the site of the injection. On the 
13th day after injection the temperature was 101 ®F, in 
the evening it rose to 103. At nine the following morn- 
ing the patient was given a warm bath, immediately after 
which a red, papular, blotchy eruption broke out on the 
forehead and rapidly spread to the face, neck, and chest. 
By two o'clock a typical full-blown, rubeolous rash cov- 
ered the greater part of the body. The temperature re- 
mained above normal for two days, when it fell to normal 
and the eruption began to fade. An uneventful recovery 
promptly followed without complications and the desqua- 
mation was branny. No respiratory symptoms occurred 
during the entire illness and even during the pre- 
emptive period no special local symptoms (morbilli sine 
catarrho), while through it all the patient's subjective 
condition hardly varied and the appetite was not im- 
paired. 

Experiment 2. — The blood was furnished by a well- 
developed, 21 -year-old, Irish servant girl, who passed 
through an uncomplicated attack of typical measles. 
About 30 hours after the earliest appearance of the rash, 
which was still coming out upon the extremities, 10 c.c. of 
blood were withdrawn from a vein at the elbow and dis- 
tributed equally among four flasks each containing 50 c.c. 
of broth and 25 c.c. of ascitic fluid. These flasks all re- 
mained sterile so far as bacteria demonstrable by the usual 
methods are concerned. 

After 24 hours at 98.6° F. five c.c. of the mixture of 
blood in ascites broth were injected subcutaneously in the 
back of a 28-year-old man, who, so far as he knev/, had not 
had measles. This patient also was recoveriAg from a mild- 
attack of scarlet fever and had been for 24 days the sole 
occupant of the isolation room of a general hospital where 
there were no other cases of measles. 

There were no changes at the site of the injection. The 
temperature and general condition remained normal until 
the evening of the 11th day, when the temperature rose to 
99.8°F. and the next day a mild conjunctivitis suspected 
for a day or so became definitely apparent. On the 18th 
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day there was some cough, the tonsils were bright and red, 
and the amount of mucus in the throat increased. In the 
afternoon the temperature which was rising, reached 103 **F. 
and the next night a typical rubeolous eruption came out, 
the first spots being noticed on the nose, then on the fore- 
head, face, scalp, chest, back, and abdomen. The rash con- 
sisted of pink macules and papules, which disappieared read- 
ily on pressure and were largest and brightest red oVer the 
face. The forehead was uniformly red. The patient was 
not seriously ill and, although he lost appetite, slept well. 
He rapidly recovered. 

Cultures of the blood on the 13th day (one c.c. of blood 
in each of three flasks, containing 50 c.c. of broth and 25 
c.c. of ascites fluid) remained permanently sterile. 

Conclusions, The results of these two experiments tier- 
mit the conclusion that the virus of measles is present in 
the blood of patients with typical measles sometime at least 
during the first 30 hours of the eruption ; furthermore that 
th,e virus retains its virulence for at least 24 hours when 
such blood is inoculated into ascites broth and kept at 
98.6*" F. The experiment demonstrates also that it is not 
difficult to obtain the virus of measles unmixed with other 
microbes, in a form which may be studied by various 
methods. 

MUMPS. 

Complications — ^Endocarditis. ^ The belief still prevails 
that all children must pass through the exanthematous dis- 
eases, and in some families the practice is to expose all of 
the children to the risk of infection, if one suffers, although 
it has been so frequently and conclusively demonstrated 
that any infectious disease, no matter how apparently mild, 
may be attended with serious if not disastrous consequences 
that no intelligent physician will sustain such belief or 
sanction such practice. Of the exanthemata, as of other in- 
fectious diseases, it has been shown that endocarditis is by 
no means a rare complication. Among these mumps, or 
epidemic parotitis, is considered so insignificant a disorder 

(1) Eaitorial, Journal Am. Med. Assoc, Nov. 12, 1904. 
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that often a physician is not called, and, as a matter of fact, 
the disease usually pursues its course without more serious 
complication than suppuration of the parotid gland. At 
times, however, orchitis or ovaritis or mastitis occur and, 
less commonly, metastasis apparently takes place to other 
structures, such as the nervous system, the organs of spe- 
cial sense, the mucous membranes, or serous membranes. 
Endocarditis has been recorded as a rare complication, the 
number of cases reported being small and the references in 
current literature and text-books being few. On this ac- 
count the recital by Rudolf Taschner of four cases in one 
family must be considered as extraordinary. The children 
were 11, 9, 7 and 5 years old, and each suffered an attack of 
mumps at a time when the disease was epidemic in the com- 
munity, in all there developed symptoms of endocarditis, 
which it seemed reasonable to attribute to the attack of 
mumps, because, among other things, no other infectious 
diseases could be detected. This observation suggests that 
en(Jocarditis may be a more frequent complication of 
mumps than has been suspected and should likewise carry 
with it the admonition that an attack of mumps ought not 
to be neglected or the possibility of endocarditis as a com- 
plication ignored. 

Nepbritis. J. A. Miller^ calls attention to the lack of 
definite literature upon nephritis as a complication of 
mumps. He reports one case of acute exudative nephritis 
which occurred on the twelfth day in the course of mild 
double parotitis, in a boy four years old, having a marked 
predisposition to kidney disease. On the eighteenth day a 
severe attack of measles set in. The measles, however, ex- 
ercised no influence upon the nephritis, which entirely dis- 
appeared in 35 days, and after several months had not re- 
curred. 

A careful review of the literature has revealed reports of 
29 similar cases. In addition to these, other reports mention 
the not infrequent occurrence of febrile albuminuria dur- 
ing mumps. The author presents the following conclusions : 
(1) Acute nephritis complicating mumps may occur either 
in children or adults, and is much more frequent in males 



(1) Medical News, April 1« 1905. 
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than in females. (2) The parotitis is usually double, mild 
in character, and the nephritis occurs most frequently dur- 
ing early convalescence. Exposure to cold may be a pre- 
disposing factor. (3) The nephritis is usually moderately 
severe, of less than one week's duration, and ends in com- 
plete recovery. It may, however, develop, though rarely, 
into chronic nephritis, or it may be so severe as to cause 
death. (4) This complication of mumps is infrequent, 
but not so rare as it is usually considered. Febrile albumi- 
nuria is probably very common in mumps, but this, as well 
as more serious kidney lesions, is likely to be overlooked. 
(5) Careful urine examinations should be made, and strict 
precautions against exposure taken, in all cases of mumps, 
both during the acute symptoms and during convalescence. 



VAEICELLA. 

Complications. Giuseppe Caccia^ calls attention to the 
fact that varicella, though ordinarily a slight matter, is 
sometimes followed by serious complications, as infection 
of the pustules by streptococci and staphylococci, kidney 
lesions, laryngeal and pulmonary lesions, and nervous dis- 
turbances. In case of any deficiency of nutrition or ten- 
dency to disease, the attack of varicella may be followed by 
more serious illness and convulsions, paralyses of various 
members, chorea, meningitis, ophthalmoplegia externa, and 
encephalitis have been recorded. The author notes the 
case of a three-year-old child, healthy and of good ancestry, 
who after a slight attack of varicella, developed a train of 
nervous symptoms due, he feels, to a slight encephalitis of 
the left cerebral hemisphere, but ending in complete recov- 
ery after four weeks. The diagnosis of encephalitis was 
based on the following symptoms : sudden onset, vomiting, 
hemiparesis with tremor, disturbances of speech, slight op- 
tic neuritis, presence of albumin and leucocytes in the cere- 
brospinal fluid. He regards the varicella combined with a 
predisposition to nervousness as the probable cause of the 
nervous lesion. 

(1) Rivista dl CUnica Pediatrica, Nov., 1904 ; Abst. in Med. 
Rec, Dec. 31, 1904. 
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Carey Coombs^ describes a severe attack of chicken-pox 
with an unusual complication in a boy of eleven years. Two 
days after the disease first showed itself, the physician was 
called because the boy had passed practically no urine for 
sixteen hours, and was in pain from constant but ineffec- 
tual efforts at micturition. The prepuce was swollen, and 
its opening obliterated by a large pock, and within the 
urethra, half an inch from the meatus, was a very tender 
and painful spot. The boy was given a hot bath and a full 
dose of morphin, which was almost immediately followed 
by a plentiful passage of urine. The case cleared up with 
no further complications. The writer believes that this is 
a rare incident. 

PERTUSSIS. 

According to Babler,^ Manicatids of Jassy has discov- 
ered the germ of pertussis. Manicatids examined the 
sputum of 87 pertussis patients and found in more than 80 
per cent of the specimens, a bacillus which he has never 
been able to find in the sputum of healthy individuals. This 
bacillus he considers the producer of pertussis and has 
called it x-bacillus. The x-bacillus has some points in com- 
mon with the influenza bacillus, Czaplewski's bacillus, and 
the Jachmann-Krause organism, but is larger and more 
isolated than these, and differs in more respects from the 
Pfeiffer bacillus. 

To prove the specificity of the organism indirectly, he 
injected bouillon cultures into three sheep and two horses. 
The initial injection was 10 c.c. of a 12 day old culture. 
The injections were increased gradually, both in amount 
and frequency, until the desired immunization was se- 
cured. One of the animals developed a cough but recov- 
ered. 

The serum from these immunized animals was used 
among 89 patients suffering from pertussis. 36 were cured 
and 53 greatly benefited. One patient was cured in one 
day, 2 in two days, and 1 in three days, 3 in four days, 3 in 
fi,ve days, and the rest in from seven to twenty-six days. In 



(1) British Medical Journal, March 18, 1906. 

(2) St. Louis Courier of Medicine, Sept., 1904. 
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18 cases only two injections were necessary to effect a cure. 
The other patients received from three to six injections. In 
8 cases complicated by pneumonia and convulsions, great 
improvement was noted so soon as the injections had time 
to act. 

Manicatids feels confident that every case of pertussis 
treated before the tenth day of the disease, or perhaps, be- 
fore the fifteenth day, may be cured in a period of two to 
twelve days. He has the utmost confidence in the efficacy 
of his serum, injections of which rapidly diminished the 
frequency and severity of the spasm in all but one case. 
This is most important since we know that every spasm cut 
short or arrested, every whoop prevented $aves the heart, 
the lungs, the brain, and nervous system just so much 
strain and degeneration. 

Manicatids^ serum possesses agglutinating properties. 

Spastic Diplegia Following Pertussis. A child of 21 
months observed by J. H. W. Ehein^ developed during an 
attack of pertussis, a spastic diplegia, with imbecility and 
general convulsions, and died at the end of 17 months. A 
study of the brain and spinal cord revealed the presence of 
numerous small microscopic hemorrhages, distension of the 
perivascular spaces with cellular accumulation around the 
vessels and the presence of large mononuclear cells sur- 
rounding these spaces and elsewhere in the cortex of the 
paracentral region. The pia was in places thickened and 
the seat of a cellular infiltration. The motor tracts from 
the internal capsule to the lumbar cord were diseased, and 
stained either poorly or not at all by the Weigert stain. 
Acute degeneration was observed in the cortex and in the 
peduncles. The lesions were those of hemorrhagic ence- 
phalo-nieningitis. 

Ehein believes that the wide-spread lesion in the cortex 
was the result of a toxin acting on the vessels and setting 
up an inflammatory process. This process resulted in the 
destruction of fibers here and there in the cortex, especially 
in the paracentral region, in consequence of which there 
followed a degeneration of the pyramidal tracts. The 

(1) Jour. Am. Med. Assn., March 4, 1905. 
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small hemorrhages in the cortex were probably due to the 
convulsive attacks which preceded death. 

In the literature are noted diflEerent nervous manifesta- 
tions which occur in the course of pertussis and are classi- 
fied as cases: (1) Exhibiting psychoses; (2) showing 
disorders of the cranial nerves; (3) with convulsive dis- 
turbances; (4) with cerebral hemorrhages ; (5) with other 
lesions of the brain and spinal cord; (6) with involvement 
of the peripheral nerves; (7) suffering from neuroses. 

Treatment. L. Itzkowitz^ uses in the treatment of per- 
tussis a vapor from the following mixture : naphtalin, 180 
parts; powdered camphor, 20 parts; essence of eucalyptus 
and terebinthin, of each 3 parts. This preparation is 
mixed with boiling water, and the patient made to breathe 
its vapor for one hour a day. In 15 cases thus treated in 
the early stages, a rapid diminution in the number and in- 
tensity of the attacks was noticed. Mild cases were cured 
in from three to four weeks; severe ones in from four to 
six weeks. Cases without complications received no other 
treatment, except the proper diet and hygiene. No bad ef- 
fects following the inhalations were noted. 

Bravo^ poured a few drops of cypress oil on the clothes 
and pillows of children suffering from whooping-cough and 
reported remarkable results from its use. Soltmann cor- 
roborates his testimony and reports the clinical histories of 
19 cases of pertussis treated in this way. The number of 
paroxysms was promptly and rapidly diminished, were 
much shorter and less intense, the intervals longer, and the 
debilitating after-effects much reduced. The effect of the 
remedy on the paroxysms grew most apparent, after it had 
been suspended for a time and then resumed. Soltmann 
used a 1/5 alcoholic solution of the oil, pouring 10 to 15 
gm. on the pillow, upper part of the bed, and the under- 
clothes of the child four times a day. 

(1) Allgemeine Wiener medizlnische Zeltung, 1904, No. 30, p. 
337. 

(2) Therapie der Gegenwart, XLV, No. II. 
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DIPHTHERIA. 

Primary Hasal Diphtheria. According to Anna S. Wil- 
ner/ little if any mention is made of the mild, primary 
nasal diphtheria in the latest text-books. In spite of its 
mild course and prompt cure with simple treatment, there 
is some danger of the diphtheritic infection spreading and 
becoming troublesome or perhaps fatal. The great and 
constant danger, of course, is the diffusion of the disease. 

The symptoms of mild nasal diphtheria are : a persistent, 
thin discharge from one or both nostrils, redness of the 
upper lip, excoriation of the nose, occasional hemorrhage, 
a false membrane, which is sometimes absent, while the 
general symptoms, if present at all, are slight. 

The main points determining the diagnosis of nasal 
diphtheria are : the presence of a discharge and the demon- 
stration of the Klebs-Loffler bacillus. The disease must 
be differentiated from ordinary rhinitis, or coryza, from 
exudative rhinitis caused by the use of cautery snare or 
strong chemicals, from nasal eczema, and from syphilis. 
Although the presence of the Klebs-Loffler bacilli always 
decides the question of the diagnosis, still there are clinical 
phases, which point to one or the other of these affections. 
A simple rhinitis may fill the nostrils with insipissated 
mucus and give it the appearance of a false membrane; 
but the mucus can be easily removed and a healthy mem- 
brane exposed, while if a diphtheritic membrane is de- 
tached, an angry looking or a bleeding surface will be re- 
vealed. Bretonneau remarked that the presence of one or 
two enlarged glands and redness of the upper lip on the 
same side were the pathognomonic symptoms of nasal diph- 
theria. As the redness of the upper lip due to coryza is 
usually bilateral, this is an important point, but enlarged 
glands cannot be accepted as a pathogomonic symptom, 
because the glands are generally not swollen in the pure 
nasal diphtheria and children in poor general health often 
have enlarged submaxillary glands. 

The history of the case would show whether the mem- 

(1) nTy. and Phtla. Med. Jour., Nov. 5, 12, 19, 1904. 
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brane is due to the use of any of the mechanical or chemi- 
cal agents. In ordinary eczema there may or may not be a 
nasal discharge, the crusts are thicker, thel^e is no false 
membrane, and the mucous membrane has not a denuded 
appearance. The only way to differentiate syphilis from 
diphtheria is by making a bacteriologic examination of the 
discharge. 

The course of this disease is as a rule mild but pro- 
longed and patients recover within a period of two weeks 
to two months. Very rarely the infection is septic, when 
it is an instance usually of mixed streptococcic and diph- 
theritic infection. The termination then is quickly fatal. 

Of the possible complications, the most common is the 
spreading of the infection into the pharynx and larynx: 
it has also been known to spread toward the eyes, ears, and 
the skin, or rather a wound or an abrasion of the skin. 
Paralysis of the pharyngeal muscles and sometimes of 
those of the extremities is likely to occur. Another pos- 
sible, though rare, complication is severe hemorrhage, 
which may prove fatal, especially in a hemophiliac. Erysipe- 
las still more rarely has been known to develop in connec- 
tion with the excoriation. Perforations within the nasal 
cavity, and on the soft palate where the infection had 
spread have been observed. 

As regards the prophylaxis the importance of attending 
to all the diseased conditions of the nasal mucous mem- 
brane must be emphasized. Many of the pathologic condi- 
tions of the nose could be ameliorated, if not altogether 
cured, by washing the nose with common salt. In cases of 
protracted colds among children in schools and kinder- 
gartens, cultures should be taken and examined. If chil- 
dren applying for admittance to the hospital have a nasal 
catarrh a bacteriologic examination of the discharge should 
be made. 

The treatment altogether is simple: The nose should 
be douched with a mild antiseptic or a weak solution of 
peroxid of hydrogen. The use of atropin has been recom- 
mended for its effect of inhibiting the growth of the false 
membrane. The bowels and general condition should be 
looked after. Antitoxin should be injected. As it must 
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be remembered, the bacilli often persist in the nose for a 
long time after the membrane and discharge have disap- 
peared, the patient should be isolated until the culture is 
negative. 

Chronic Diphtheria. Neufeld^ reports a cast of ap- 
parently mild angina in which an ulcer was found in the 
posterior nasal space. This took five months to heal, was 
regarded first as tuberculosis, then as lues and finally bac- 
teriologic examination revealed the diphtheria bacilli. 

The writer believes that chronic diphtheria often gives 
rise to such confusing manifestations. The danger of the 
spread of the disease is. naturally great in such cases. 

Antitoxin. Louis Fischer^ believes that the dose of 
antitoxin must still be considered empirical, as the quan- 
tity of toxin in the system cannot be determined accu- 
rately. The proper dose of antitoxin is such as will inhabit 
extension of the pseudo-membrane, subdue the fever, and 
check the progress of the disease in general. For a mild 
case this varies from 2,500 to 5,000 units and if improve- 
ment is not evident within 12 hours, this dose should be 
repeated. If there is a large exudate on the tonsils and 
pharynx, 5,000 to 10,000 units should be given on the first 
day and the dose repeated within 12 hours unless there is 
improvement; this dose should be repeated from day to 
day until all visible exudate disappears, glandular swell- 
ings subside, and temperature becomes normal. In cases 
.of laryngeal stenosis, due to diphtheria, the primary dose 
should be 10,000 units. 

The condition and not the age of the patient should be 
the guide to the dosage and Fischer has never observed ill 
effects after large doses of antitoxin. In some cases the 
immediate effect of antitoxin on the temperature and pulse 
is slightly reactive. There may be a rise of temperature 
from one to two degrees, although in many cases a decided 
fall may be noted after an injection of from 5,000 to 10,- 
000 units; while the pulse rate is not always affected, in 
some instances a rapid pulse of 160, for example, may fall 
to 140 within 12 hours after the injection. The tempera- 
CD Zentralblatt fiir die«6esamte Medizin, No. 40, Oct. 8, 1904. 
(2) Medical Record, Nov. 26, 1904. 



Digitized 



by Google 



DIPHTHEEIA. 117 

ture usually falls after the administration of an adequate 
dose. 

Shurly^ draws the following conclusions from the study 
of 350 cases of intubation: 

1. O'Dwyer tubes and instruments are generally satis- 
factory; no cheap modifications or substitutes are ade- 
quate. 

2. Digital exploration of structures about the entrance 
of the larynx are relatively as important in diagnosis as 
examination of the naso-pharynx. 

3. Failure to intubate is the fault of the operator, ex- 
cept in rare cases, where to intubate is impossible and such 
impossible cases are reported by Ingals and Abt of Chi- 
cago and Ranke of Munich. Spasm of the glottis may 
cause the tube to slip into the esophagus or engage the 
folds of mucous membrane on either side but this is easily 
prevented when the tube is held in place until the patient 
takes a deep inspiration. Peculiarities of structure or con- 
ditions about the epiglottis may interfere with the opera- 
tion; for instance, among children from 6 months to 2 
years the flexible epiglottis may so curl downward and 
backward under the index finger that to restrain the nor- 
mal function of the cartilage is difficult. Hypertrophy or 
edematous arytenoids, a large leathery diphtheritic exu- 
date, a sharp lateral or anterior curve of the laryngeal 
bands, or tumors complicate the operation. 

4. Obstruction of the tube is frequent after large doses 
of antitoxin because the exudate separates more rapidly 
after its use. When antitoxin has been given in large doses 
24 hours or more before the operation^ the tube is usually 
worn two to three days and it is possible during so brief a 
period to keep the string in place. 

6. Early intubation and removal of the tube at the be- 
ginning of the fourth day are recommended. 

6. Early removal of the tube^and large doses of anti- 
toxin before operation are in direct ratio. 

7. Intubation is usually indicated as the primary op- 
eration in papillomata of children and actual stenosis in 
adults. 

(1) JQUr. Am. Me<|. Assoc, Oct. 29, 1904. 
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Postdiphtlieritic Paralysis. W. J. Butler* reports the 
following case, as presenting a typical clinical picture of 
cardiac paralysis after diphtheria : 

A girl of 12 complained of sore throat, headache, chills, 
and fever, vomited and showed submaxillary swellings on 
both sides of neck. About 10 days later liquids returned 
through the nose when she tried to swallow. Two days 
after this, while sitting up in bed, she was seized with se- 
vere epigastric pain and vomiting, dizziness, dyspnea, 
cyanosis, face grew pale, lips blue, and the child lost con- 
sciousness. Arousing after several minutes she again com- 
plained of abdominal pain, vomited, and fainted. On re- 
covering she had a third attack after which she complained 
of pain in the chest and was restless. As breathing grew 
labored and rapid she had to be elevated during the night. 
This same night she had two or three attacks of great pain, 
vomiting, syncope^ cyanosis, and coldness of extremities. 
She now began to cough and expectorated a bloody, frothy 
sputum. The spells of syncope recurred several times in 
24 hours, frequently preceded by pain, or vomiting or both. 
At other times she vomited or complained of severe epigas- 
tric pain only. 

In the course of four or five days the pain localized it- 
self over the precordial area and lower part of the sternum. 
Syncope occurred le^ often but severe attacks of angina, 
with great difficulty in breathing, several times every 24 
hours; frequently cough and bloody expectoration con- 
tinued. 

Upon examination two weeks later the patient was found 
apathetic, to cough frequently and hard, expectorating a 
bloody sputum and to complain of pain over the lower part 
of sternum and precordia, the face was pale and lips blue, 
the soft palate immovable; aphonia was complete. The 
breathing was labored and rapid, 40 per minute, at times 
of Cheyne-Stokes type; the respiratory movements were 
entirely thoracic and confined to upper part of the chest. 
Dullness above the heart commenced in the second inter- 
space, becoming absolute on third rib. Absolute dullness 
extended two fingers^ breadth to right of right stei:nal bor- 

(1) Me^icdl News, Jan. 21, 1905. 
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der while in the left, dullness commenced just inside an- 
terior axillary line; auscultation gave feeble heart tones, 
with gallop rhythm over entire heart; there were no mur- 
murs; the pulse was 120 per minute, irregular, intermit- 
tent, feeble, and small. The epigastrium retracted on in- 
spiration; the liver extended three finger breadths below 
rib arch in mamillary line and was painful under pressure. 

In a few days slight but continued improvement was 
noted, and two weeks later the patient was able to be up, 
presenting the following clinical features: Diminished 
heart area and louder second pulmonic than aortic tone; 
gallop rhythm, strabismus; ataxic and paretic gait; ab- 
sence of reflexes; pulse 104; fair tension, not intermittent, 
but accelerated on slight exertion with palpitation. 

The diagnosis seems clear, a postdiphtheritic paralysis 
of unusual extent, involving the external recti of the eyes, 
the soft palate, the pharynx, the abductors of the larynx, 
the diaphragm, and peripheral nerves, acute cardiac dila- 
tation, with pulmonary hypostasis, and edema as well as 
stasis of the liver. 

INFLUENZA. 

K. E. Kellogg* in an article on the symptomatology of 
influenza among children, says the catarrhal symptoms gen- 
eral among adults are not so common among children, but 
are, in a measure, characteristic and usually accompanied 
by an enlargement of the cervical and submaxillary 
glands; there is often besides a band of redness upon the 
palatine arch and an enlargement of the papillae of the 
anterior portion of the tongue. 

The fever of influenza is strikingly irregular, sometimes 
present, sometimes absent, high in the morning and low in 
the evening of one day and low in the morning and high 
in the evening of the next. The disease may run its course 
with a subnormal temperature, as often among infants, for 
a number of weeks with a continuous fever, more or less 
like typhoid fever. 

Among feeble infants grippal infections of the small 



(1) Medical News, Sept. 10, 1004. 
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bronchial tubes although uncommon is a serious complica- 
tion and manifests itself in great dyspnea and cyanosis^ 
when the respiratory murmur is at times hardly audible. 
When the disease is of the nervous type the child is peevish 
and irritable; occasionally drowsiness and symptoms of 
meningeal irritation, as slight muscular twitchings or even 
well marked convulsions are present. The temperature 
runs an irregular course, varying from subnormal to 106 
F. The respirations may be rapid, accompanied some- 
times by cyanosis. The prostration appears to be out of 
all proportion to the other symptoms and may be extreme 
from the first. Of the gastro-intestinal type evidence is 
given by vomiting and diarrhoea. 

There is frequently a co-existing catarrhal inflammation 
of one or more of the accessory sinuses although a com- 
moner complication, is a catarrhal or purulent inflamma- 
tion of the ear. The mastoid process is often involved and 
because of the cartilaginous character of the structure of 
the roof of the ear in infants, an extension into the men- 
inges is not rare. Post-auricular abscesses are frequently 
found. 

Forchheimer has mentioned the acute dilatation of the 
heart in children during the course of influenza. Nephritis 
rarely accompanies the disease. On the other hand a 
pseudo-pertussis cough has come to be recognized as a fair- 
ly common symptom of influenza; this is often of a dry, 
non-productive, paroxysmal nature, much like whooping- 
cough. 

The diagnosis of influenza is usually reached by a pro- 
cess of elimination, for the disease among children must 
be distinguished from malaria, measles, scarlet fever, diph- 
theria, whooping-cough, typhoid fever, pneumonia, ordi- 
nary catarrhal inflammation of the mucous membranes, 
cerebrospinal meningitis, acute inflammation of the lymp- 
hoid tissue in the nasopharynx, and tonsillitis. 
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Typhoid Fever With Cutaneous Necrosis. Ley^ calls 
attention to the power of causing necrosis, inherent in the 
bacillus of Eberth. He cites the case of typhoid fever 
complicated by cutaneous necrosis in a girl dged ten years. 
Great weakness characterized the attack. Nine days after 
the appearance of the disease, rose spots appeared, and on 
the same day a spot of necrosis over the sacrum, the lesion 
being as large as a quarter. In spite of the greatest care the 
lesion increased in size, and others of the same nature 
appeared in different parts, on the thigh, the heels, and 
the toes. The formation of each gangrenous spot was pre- 
ceded by congestion of the skin and the development of a 
bulla filled with cloudy serum. Finally a huge eschar de- 
veloped on the skin of the abdomen. The general adyna- 
mic condition of the patient increased and death followed. 
It is interesting to note that a servant in the house con- 
tracted the same adynamic symptoms and the same large 
plaques of disseminated cutaneous gangrene. WidaFs re- 
action was obtained with the serum taken from a bulla, in 
the case of the first patient, although the serum was highly 
diluted. 

B. Auche and Latrelle^ report another case of dissemi- 
nated gangrene of the skin in a child of thirteen years. 
The patient after an abdominal traumatism was taken ill 
with typhoid fever. Several vesico-pustules were noticed 
in the center of a red area in the dorsal region. Within 
the next few days there appeared disseminated areas of cu- 
taneous gangrene ; once in a red area which had no vesico- 
pustules; at other times where there were cutaneous ab- 
scesses. There were numerous cutaneous and subcutaneous 
abscesses. The vesico-pustules and the unruptured pus- 
tules, like the cutaneous abscesses, contained the staphylo- 
coccus in pure culture. The gangrenous areas gave in cul- 
ture the yellow staphylococcus and the colon bacillus. 
There were no diphtheria bacilli or anaerobic microbes. 

(1) Rev. Francalse de Med. et de Chir., Oct 10, 1904; Abat. In 
Med. Rec, Nov. 12, 1904. 

(2) Jour, de Med. de Bordeaux, May 8, 1904; Ab9t In Med, 
Rec, June 25, 1904, 
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The staphylococcus inoculated in the rabbit caused the for- 
mation of a large abscess which opened and healed rapidly 
without any trace of the gangrenous process. The colon 
bacillus caused only a subcutaneous induration which dis- 
appeared very rapidly. 

Typhoidal Insanity. Edsall^ has made a study of 
the literature of typhoidal insanity among children and 
holds it commoner than is the general belief. Of 83 in- 
stances he observed 6 to be cases of melancholia, 26 demen- 
tia, 14 of delirium of convalescence with simple delusions 
or hallucinations, one chronic paranoia, and 36 of mania, 
many of which showed a decided element of melancholia. 

The figures concerning the outcome of cases are as fol- 
lows: Outside the simple temporary deliriums of con- 
valescence, and clearly of a type distinct from the others, 
there was a total of 69 cases. Of these patients 43, or 62.3 
per cent, recovered; 23 or 33.33 per cent, remained in- 
sane ; 3 or 4.34 per cent, died. The bearing of the kind of 
insanity on the outcome is striking; dementias when 
marked are, as might be expected, of far graver prognosis 
than the other forms of insanity; the simple delusions and 
hallucinations without other mental disturbances seem al- 
ways curable. 

Eecord as to the age of the patient were obtained in 67 
cases ; from 2^ to 6 years — 14 cases ; from 6 to 10 years — 
26 cases; from 11 to 15 years — 27 cases. The striking 
number in the first few years of life is to be noted as well 
as the fact that practically the same number occurred 
between six and ten years as between ten and fifteen years ; 
and the common statement that mental derangements are 
more common in the late years of childhood than earlier, 
seems hardly borne out by these figures. 

The commonest form of insanity in these cases, as has 
been stated, is mania. There is in most of the manias a 
pronounced element of melancholia which is, however, in- 
terrupted by shorter or longer periods of maniacal vio- 
lence or excitement when the children tend to resist at- 
tempt to control them, often cut, tear, or break any objects 
at hand, deliberately do violence to those near them, and 

(1) Amer. Jour. Med. SclenceSi Feb., 1905. 
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at times are in a state of great exaltation. Uncommonly 
when the melancholic element is entirely absent, there is 
a pure mania in exaltation, either associated or not with a 
tendency to violence. In a large proportion of the manias 
and in most of the melancholias, the conf usional state, so 
common in all post-infectious mental disorders among 
children and adults, is pronounced ; the children are con- 
fused as to persons, place, time, etc., sometimes so decid- 
edly confused as to approach actual dementia. The lines 
distinguishing mania, melancholia, and dementia are dif- 
ficult to draw, particularly from descriptions. Victims of 
dementia show marked weakness of intellect rather than 
confusion and are frequently dirty in their habits. Those 
who are melancholy and show no tendency to maniacal out- 
breaks are few, but they as well as the ones who show mani- 
acal symptoms appear profoundly unhappy, often suffer 
delusions of persecution, and at times fearful hallucina- 
tions; are hypersensitive and persistently complain of un- 
happiness or ill treatment. 

Edsall believes a certain number of these cases (and pos- 
sibly almost all) to be toxic in their inception; at all events 
in nearly all there is a large nutritional element. The his- 
tories show no consistent relation to the severity of the at- 
tack of typhoid fever, but often extreme reduction of nu- 
trition, when the subjects, both children and adults, have 
an enormous appetite and suffer acutely from hunger. 
Contrary to the popular tendency of the moment the writer 
is inclined to restrict the diet to milk almost exclusively 
and to restrict the amount of milk rather than to increase 
it; but when the development of a psychosis seems likely, 
as, for example, when the delusions persist, especially late 
in the attack, he makes the feeding as free as possible 
even during the latter part of the fever, and if suspicious 
symptoms remain or develop, he very rapidly increased the 
amount of food during convalescence. 

In the matter of treatment, care at home seems better 
for these children than institutional treatment, valuable as 
that is in insanity. There are numerous stories in the lit- 
erature of these children, especially when melancholy, pin- 
ing, evidence of profound homesickness^ which increases 
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the psychosis and causes its undue persistence; in such 
cases the improvement after the patients were sent home 
was rapid. 

TUBERCULOSIS. 

Prophylaxis. Herman M. Biggs^ believes that the so- 
called "heredity of tuberculosis" being due to house infec- 
tion cannot be denied and his view is accepted by most 
authorities. The infant of a family, in which pulmonary 
tuberculosis exists, is seriously exposed to the danger of 
infection through breathing the air that may contain the 
bacilli, through kissing, or the transfer of food from the 
mouth of the mother to that of the child. As the infant 
grows older and crawls about, he is even more exposed be- 
cause he is likely to soil the hands with expectoration care- 
lessly discharged, or directly to put in his mouth dust 
wiped up from the floors and near-by objects. There is 
also the possibility of infection from eating-utensils and 
the milk of tuberculous cows. The writer thinks that the 
infant of an infected family is more exposed than any 
other member and that children under five outside such a 
family are hardly sufficiently exposed to tuberculous dis- 
ease to acquire infection. If, then, there is any value in 
the preventive measures recently adopted, it should first 
be indicated by a reduction in the death-rate from tuber- 
culosis of children under fifteen years. 

The preventive measures adopted in Ifew York City 
during the past ten or twelve years, consisting chiefly in 
the provision of hospital accommodations for advanced 
cases of consumption, the disinfection of apartments, and 
the education of consumptives and their families as to the 
nature of the disease and proper disposal of the expectora- 
tion, should result in a lower degree of house infection and 
be followed by lower death rates from tuberculous disease 
in the early periods of life. Certain data show that among 
children below fifteen, during the ten years ending in 1902 
there was a decrease of more than 40 per cent, and that 
during the period of twenty years ending in 190? the de- 



(1) Medical Eecprd, May 7, 1904. 
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crease had been beyond 50 per cent. With the extension of 
the regulations now enforced and wider dissemination of 
information for the care of advanced cases, a still more 
rapid reduction is looked for. These data seem to afford 
greater encouragement in the crusade for the prevention 
of tuberculous disease than any other at command. 

ChanneU of Infection in Tuberculosis in Childhood. 

L. Kingsford^ has studied the source of infection in 330 
cases of tuberculosis among children of the London poor. 
He says that, if we regard the middle-ear cases as infected 
by inhalation, the tonsil cases as an alimentary infection, 
and the remaining pharyngeal cases as doubtful, since it is 
not certain whether the infection enters by the tonsil or 
the nasopharyngeal adenoids, then inhalation would ac- 
count for 216 cases in his series, or 63.7%, and ingestion 
for 65, or 19%, while the rest would remain doubtful in 
origin. So far as can be judged from the methods of in- 
vestigation, the danger from inhalation far exceeds that 
from ingestion of tuberculous material. With regard to 
the importance of tuberculous material, however great the 
potential danger, the real danger is in many instances 
greatly exaggerated, probably because the child does not 
drink tuberculous milk of the toxicity and in the quantity 
usually affirmed. TEe fact, however, that nearly 20% of 
the cases of tubercle among children of the larger towns 
in Great Britain is primarily alimentary, he holds, makes 
out a good prima facie case against tuberculous milk, and 
that between the conditions of life at home and abroad one 
of the chief differences to have any effect in producing tu- 
bercle exists in the greater frequency of tuberculous milk 
in Great Britain. While precaution against tuberculous 
milk is important, it is chiefly by instilling ideas of clean- 
liness, ventilation, disinfection, and better housing that we 
may hope to diminish tuberculosis. 

Bnptnre of a Tuberculous Lymph Oland into the 
Trachea* A 3 year old patient of Gaudiani^ became ill 
with cough, fever, and difficulty in breathing. The throat 
was reddened, with small, isolated, necrotic areas on the 

(T) Lancet, Sept. 24, 1904. 

(2) Deutsche med. Wochenschrift, 1904, No. 24. 
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tonsils; general condition bad; diphtheria serum adminis- 
tered. Next day in spite of continued high temperature 
and unchanged local symptoms the general condition had 
improved. The improvement continued and temperature 
became normal. The following day the child was seized 
with an attack of dyspnea, with cyanosis and symptoms 
of suffocation. Gaudiani thought of a laryngeal stenosis 
caused by the loosened diphtheritic membrane and per- 
formed tracheotomy; twenty minutes later the child died. 

Autopsy showed no stenosis of larynx. The trachea to 
its bifurcation was surrounded by a large mass of glands. 
The peri-bronchial glands were enlarged and tubercular. 
On the diaphragmatic pleura were a few tubercles. 
Larynx and trachea were free from croupous exudate but 
on the anterior tracheal wall a few c. m. above the bifur- 
cation was a pea-sized perforation. The left bronchus was 
completely obstructed by a tough cheesy mass; also the 
right but through this a fine probe could be passed. 
Through the perforation in the trachea the probe passed 
into a fairly large cavity which could be emptied by pres- 
sure from without and contained the same material as the 
bronchi. The entire glandular mass surrounding the 
trachea was disintegrated and formed a large cavity. The 
lungs were free from tubercular changes. 

The case shows how difficult, even at times impossible, 
it is to diagnose exactly the place and variety of a stenosis 
of the respiratory passages in children. The fact that the 
patient had just recovered from an angina lead the writer 
to suspect that the loosened membrane was the cause of 
the attack of suffocation. 

The significance of this report can be realized, if it is 
borne in mind that such attacks of suffocation may occur 
in children who previously have given no evidence of dan- 
gerous and wide-spread disease. 

The possibility of the emptying of such a cavity through 
a very small perforation in the trachea and expectoration 
of the contents must also be borne in mind. 
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Laryngeal Tuberculosis. Henrici^ advocates the op- 
eration of tracheotomy in cases of laryngeal tuberculosis 
and reports three cases successfully treated. 

Case I. An eleven-year-old girl with tubercular cervi- 
cal glands and knee joint; also laryngeal tuberculosis. 
This latter would not yield to treatment but caused steno- 
sis, so that tracheotomy was imperative. Two years later- 
the larynx had completely healed without laryngeal treat- 
ment. 

Case II. An eleven-year-old girl with tubercular ulcer- 
ation of the larynx and soft palate; lungs apparently nor- 
mal. After tracheotomy for stenosis the process healed 
within eight months. 

Case IIL A thirteen-year-old boy with wide-spread 
tuberculosis of the larynx and slight lung involvement; 
tracheotomy and retrogression of the laryngeal process 
within seven to eight months; improvement in the lung 
findings. 

Tracheotomy was curative in these cases. By putting 
the diseased organs to rest, irritation of the laryngeal 
mucous membrane from the inspiratory air as well as re- 
infection through expectoration, was prevented. 

Naturally the lung finding and general condition must 
be considered before the operation is undertaken. 

DISEASES OF THE EESPIEATOEY SYSTEM. 

Acute Angina and TTlcerative Stomatitis. Accord- 
ing to Tobben^ the symptoms of Vincent's angina resemble 
those of true diphtheria, but the process often spreads to 
the soft palate. Diphtheria antitoxin is valueless. Bac- 
teriologic examination of the author's cases revealed the 
organism described by Vincent, straight or slightly bent 
rods and spirochaetse which took the anilin but not Gram's 
stain. In one case true diphtheria bacilli were found asso- 
ciated with this micro-organism. 

Laryngeal Papillomata. L. D. Brose^ reports the suc- 
cessful removal of papillomatous laryngeal growths from 

(1) Ai-chlv fur Laryngologie, Bd. 15, 190o. 

(2) Zentralblatt fur die gesamte Medizin, Nov. 12, 1904. 

(3) Ibid. 
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two children, aged eleven years and nineteen months, re- 
spectively. The diagnosis of these conditions is easy if 
laryngoscopic view is possible. Otherwise the vocal and 
respiratory disturbances, aphonia or altered voice, diffi- 
oulty of breathing, especially during sleep, will have to 
be relied on. If the patient is old enough to co-operate 
with the physician and an endolaryngeal operation is possi- 
ble, life can generally be saved and the voice restored, but 
recurrence is to be expected in 25 to 50 per cent of the 
cases. When an endolaryngeal operation cannot be suc- 
cessfully done the only recourse is external laryngotomy, 
preferably after tracheotomy. Thyrotomy in a child is 
tedious and difficult, and the mortality is high when done 
for papilloma. 

Astlmia. L. E. LaFetra^ has analyzed forty-three cases 
of asthma in children. Eleven occurred during the first 
year of life (8 males and 3 females) ; eight during the 
second year of life (6 males and 2 females) ; nine from 

2 to 5 years (8 males and 1 female) ; fifteen from 6 to 12 
years (10 males and 5 females). At the time the patients 
came under treatment the disease had existed less than 

3 months in nine cases, from 3 to 6 months in five, from 
6 to 12 months in four, from 1 to 3 years in nine, from 
3 to 6 years in five, and over 6 years in three. The family 
history was asthmatic, rheumatic, tuberculous or neurotic 
in many cases. 

Abnormalities of development were marked in several 
cases, especially when the symptoms begin at birth or dur- 
ing the first year of life. There was pulmonary atelectasis 
in two cases, an enlarged thymus gland in two, pigeon- 
breasts in eleven. Two of the children were prematurely 
born, and one was of the Mongolian type of idiocy. 

Twenty had previously suffered from bronchitis; seven 
had. had bronchopneumonia. Emphysema was associated 
with asthma in six boys and four girls ; five of these had 
the square or barrel chest. Emphysema with bronchitis 
was present in two girls and three boys, and only one of 
these had a barrel chest. 



(1) Jonr. Am. Med. Assoc, March 18, 1905. 
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Abnormalities of the nasopharynx were associated as 
follows: Congenitally high-arched palate (without 
adenoids) in one case, deflected septum in two, adenoids 
and enlarged tonsils in twenty. 

The cause of the attack was: In fourteen bronchitis; 
in one bronchopneumonia; in two pneumonia, and in one 
each gastric indigestion, a drive against a cold wind, a fall 
and an attack of malaria. 

The symptoms of asthma were present. The leucocytes 
were usually increased and a differential count showed a 
constant and marked increase in the number of eosino- 
philes. 

A careful study of the patient's history and physical 
signs suggests almost always a rational and successful line 
of treatment. The general condition should be toned up 
by hygienic and dietetic measures. Bronchitis, adenoids, 
nasopharyngitis, hypertrophic rhinitis, polypi and de- 
flected septa, are predisposing factors and demand atten- 
tion. The prevention of colds involves the whole hygiene 
of the child and is gained by daily sponge bathing, exer- 
cise in the open air, proper ventilation of the nursery 
day and night, etc. In cases of long standing and for 
those subacute, the writer believes nothing equal to iodid 
of potassium. In infants, when the attack closely resem- 
bles capillary bronchitis, inhalations of steam impregnated 
with creosote he found satisfactory in relaxing the spasm, 
and among children stramonium papers or nitrate papers, 
alone or in combination, valuable. As soon as the infant 
can swallow, tartar emetic and ipecac should be given with 
some nitroglycerin, the writer believing this to be par- 
ticularly efficacious when the attack resembles a bronchitis 
of the finer tubes. Another plan is to administer atropin 
until the face flushes. If the attack is accompanied by 
gastric indigestion the stomach should at once be emptied, 
preferably by syrup of ipecac. In long standing cases 
and among older children the old emphysema mixture 
gives good results; i. e., the mixture containing morphin 
sulphate, belladonna and compound spirits of ether. On 
the theory of the attack being due to vasomotor paresis, 
vasoconstrictors should be given. Suprarenal preparation 
LaFetra used with marked benefit in some cases. 
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Lobar Pneumonia. John Lovett Morse^ gives the fol- 
lowing summary of 118 cases of lobar pneumonia in in- 
fancy, at which period it is commoner and occurs rela- 
tively more frequently in comparison with bronchopneu- 
monia than is generally believed. It was often ushered 
in by vomiting, but rarely by a convulsion, usually begin- 
ning with fever and cough, which were often accompanied 
by apathy and drowsiness. Movement of the alae nasi was 
not a common symptom. A whole lobe was more often 
involved than a part, the left lower lobe being the one 
most frequently involved, the right upper and right lower 
lobe coming next in frequency. The average duration of 
the fever in the cases that recovered was about eight days ; 
in the uncomplicated cases that were fatal 12.8 days. The 
highest temperature was between 103 F. and 106 P., the 
number of cases being nearly the same for each degree. 
The temperature fell by crisis in 68.8 per cent. Pseudo- 
crises were not common, but irregularities and remissions 
in the temperature were not at all unusual. The mor- 
tality was lowest when the temperature did not rise above 
103 F. and highest in those cases in which it went over 
106 F. The usual pulse rate was between 150 and 170. 
No patient died whose pulse was not over 140; the rate 
of the pulse, when it was above 140, had little or no ap- 
parent effect on the mortality. The usual respiratory rate 
was between 55 and 80. No patient died whose respira- 
tions were below 55; the rate of the respiration, when 
above 55, had no apparent effect on the mortality. The 
mortality, excluding the cases in which death was due to 
empyema, was nearly 23 per cent. It was almost twice as 
great in the first as in the second years. Otitis media was 
the most common complication, occurring in 18 per cent; 
empyema the next, occurring in about 8 per cent. 

In a series of sixteen cases of pneumonia L. E. Holt^ 
found the left lower lobe affected alone. With regard to 
prognosis it seems to him that when only one lobe is 
involved the disease is rarely fatal, no matter where the 
temperature, pulse and respirations go, provided the child 



m Medical Record, Sept. 10, 1904. 



Ibid. 



Digitized 



by Google 



DISEASES OF RESPIEATOEY SYSTEM. 131 

had before been in fairly good condition. He believes 
too much stress is laid on the rapidity of the pulse and 
that the quality is more significant than the rapidity. 

Primary Bronchopneumonia, Samuel West^ says among 
children there are two types of bronchopneumonia show- 
ing similar pathologic lesions in the lungs and yet stand- 
ing in strong clinical contrast with one another. In the 
one the disease is of gradual onset preceded by some affec- 
tion of the air tubes. The temperature is hectic, the course 
prolonged, interrupted by frequent relapses, terminating 
by lysis; finally the mortality is high. In the other there 
is no antecedent bronchitis; the affection is of sudden on- 
set and short duration, without tendency to relapse; the 
temperature is persistently high, the termination by crisis 
and the mortality low. The clinical symptoms are those 
of lobar pneumonia, but the lesions those of bronchopneu- 
monia. These two forms may be called primary and sec- 
ondary bronchopneumonia. 

Bacteriologic evidence. shows that in the primary cases 
of bronchopneumonia the pneumococcus is found almost 
as frequently as in the acute pneumonia of the adult and 
confirms wha^t clinical observation suggests, that primary 
bronchopneumonia is of pneumococcal origin. In other 
words, lobar pneumonia and primary bronchopneumonia 
are the same disease. In the child's lung are many pecu- 
liarities of structure adequate to explain why inflammation 
of the lung in a child should take a different form from 
that which it presents in the adult. If, then, the primary 
and secondary bronchopneumonias of children are distin- 
guished from each other — ^not only in clinical history, 
course and results, but also bacteriologically — the case for 
the recognition of the two forms is clearly established. 

How to care for a haby with bronchopneumonia is sum- 
marized by Northrup^ in the following: 

1. Castor oil to clear the field of operation. It is the 
first aid to the injured. 

2. Fresh air, cool and flowing. It reddens the blood, 
stimulates the heart, improves digestion, quiets restless- 
CD British Medical Journal, Oct. 8, 1904. 

(2) Medical News, April 30, 1904. 
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ness, aids against toxemia. Eegulation of temperature 
of room inversely to that of the child. The patient's 
feet must always be warm and the head cool. 

3. Water, plenty inside and outside. Temperature of 
the water to be indicated by child's temperature. 

4. Quiet and rest. Tranquilizing influences about pa- 
tient. Undisturbed sleep. 




Fig. 3. Hand in a Case of Congenital Heart Disease. Patient's 
Age, 7 Years. 

5. Correct feedings to avoid fermentation and gas in 
abdomen. If there is need, high, hot, saline injections. 

6. Antipyretics. Water ; no coal-tar products. 

7. Heart stimulants. Fresh air. Hot foot-baths, re- 
lieving tympanites and crowding. Hot foot-baths and hot 
salines can be given in a cold room, under the bed-clothes. 

Drugs. Whisky and strychnin. These are the drugs 
first mentioned in the paper, except castor oil. Promotion 
of comfort in a very rational way. 
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How to Kill a Baby with Pneumonia. Crib in far cor- 
ner of room with canopy over it. Steam kettle; gas stove 
(leaky tubing). Room at 80 F. Many gas jets burning. 
Friends in the room; also the pug dog. Chest tightly 
enveloped in waistcoat poultice. With temperature of 105 
F. A poultice thick, hot and tight. Windows obstructed, 
doors shut. If these do not do it give coal-tar antipyretics 
and wait. 




Fig. 4. Radiograph of Hand. (Same Case.) 

Polmonarv OsteoarthropatlLy. Osteoarthropathy, ac- 
cording to J. M. Miller,^ is always a secondary disease. 
By far the greater number of cases have occurred in con- 
nection with affection of the lungs. It consists essentially 
in an ossifying osteoperiostitis, limited usually to the 
distal extremities of the long bones (ulna, radius, tibia 
and fibula) ; less frequently of the carpal, tarsal and 

(1) Arcbiv99 Qt Pediatrics, March, 1900. 
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phalangeal bones. In severe eases the whole skeleton is 
affected. The changes in the distal phalanges themselves 
are often extremely slight and not demonstrable even by 
the most careful radioscopy. In other eases a distinct 
osteophytic growth occurs, occasionally large cauliflower 




Fig. 5. 



Hands In Meier's Case of Osteoarthropathy. Patient's AgeJ 
8 Years. 



masses being observed at the ends of the phalanges. But 
the bony changes are not the only cause of the deformities 
during life; a large part of the alterations are due to 
thickening and swelling of the soft parts. 

F. R. Walters divides the affection into three groups: 
1. Typical osteoarthropathy, with peculiar form of clubbed 
fingers and changes in the long bones. 2. Cases in which 
only the peculiar form of clubbed fingers exist. 3. A mixed 
group, including all cases in which the enlargement of tb© 
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extremities appears to have been primary, as well as others 
which are of uncertain nature. As a fourth group the 
author would add the ordinary clubbed fingers of chronic 
heart and lung disease, and he, with Sternberg, regards 




Fig. 6. Radiograph of Hands (Same Case), Showing Changes in the 
Terminal Phalanges. 

the ordinary clubbed fingers as the lightest grade of this 
aflfection. 

The clubbing of the fingers in osteoarthropathy is quite 
characteristic and differs materially from that of chronic 
heart and lung disease (the so-called Hippocratic fingers). 
The nail is claw-like and curved in both its lateral and 
longitudinal diameters; it strikingly resembles the beak 
of a parrot, and, from hyperextension and enlargement 
of the terminal phalanx, it assumes the shape of a drum- 
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stick ; hence the name ^Hrommelschlagel finger/^ The en- 
largement is mainly antero-posterior and dorsal, whereas 
in ordinary clubbed fingers it is lateral and palmar. The 
nail, too, in osteoarthropathy is rose-red in color and is 
often striated and brittle, so that it splits readily, while 
in the Hippocratic finger the nail is likely to be blue and 
cyanosed. The difference between the two forms will be 
readily appreciated by comparing Figs. 3 and 4, from a 
case of congenital heart disease, with 5 and 6, representing 
Miller's case of osteoarthropathy limited to the finger 
ends. 

As to the etiology and pathogenesis of osteoarthropathy 
the views of v. Bamberger and. Marie that the changes are 
due to the absorption of poisons from the seat of primary 
disease, whether that be pulmonary or a general infection 
of chronic intoxication, seems, in the main, to be the most 
probable, although it will not apply to congenital heart 
disease, for which, however, venous congestion may possi- 
bly account. 



DISEASES OP THE CIECXJLAIORY SYSTEM. 

Gonorrheal Pericarditis. Huber* reports a case of 
gonorrheal pericarditis in a child three and a half years 
old, who was taken acutely ill with a swollen ankle, tem- 
perature 104, pulse accelerated; the joint swelled more 
and became tender without any particular redness and 
the opposite knee became painful. 

Examination showed the apex of the heart well defined 
in the fifth space in the nipple line, three inches from the 
mid-sternum; to the left and at the apex a loud blowing 
systolic murmur, and many to-and-fro friction sounds; 
the temperature was 102 F., pulse 133, irregular in force 
and rhythm ; there was also difficulty in breathing, severe 
precordial pains and incessant vomiting; a profuse vaginal 
discharge showed the gonococci. The case ran a tem- 
perature between 98** and 100** for two or three weeks. 

(1) Archives ot Pediatrics, Dec, 1904, 
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The pericardial friction sounds continued for several 
weeks, but finally the heart sounds became normal. 

The prominent swelling of the joint, the subsequent 
progress of the case, the evidences of a low grade of sepsis, 
the projectile vomiting, the variable character of the mur- 
mur and its complete disappearance without appreciable 
change in the valves, led to a probable diagnosis of infec- 
tion due to the gonococeus, mild, not ulcerative in type, 
confined to the pericardium and myocardium. 

Gonorrheal infection may affect the endo-, myo- and 
pericardial structures, often in combination. The endo- 
cardium is oftenest involved. The inflammation may occur 
as a simple process or show itself as an ulcerative type 
with fatal termination. Myocarditis is rare and usually 
secondary in endocarditis. Pericarditis, though somewhat 
frequent, is seldom the only manifestation. The affection 
is generally benign and may occur as a dry form or be 
attended with exudation. In the first case the pericardial 
friction sounds are distinctly heard ; in the other there is 
dullness and feeble heart sounds. The effusion is gener- 
ally serous, though it may be purulent or hemorrhagic. 

Pyopericardium. J. D. Milton Miller and J. C. Git- 
tings^ report a case of pyopericardium complicating ileo- 
colitis. A baby four and one-half months old, after three 
months^ illness, characterized by bloody and mucous stools, 
with moderate elevation of temperature and slight cough, 
succumbed through exhaustion. Disease of the peri- 
cardium was not suspected during life ; the heart had oeen 
examined several times but nothing was noticed except 
feebleness of the sounds, which gradually increased and 
was attributed to the marked asthenia. These pathologic 
phases were marked: There were found fatty and con- 
gested liver; moderate parenchymatous change in the kid- 
neys; subacute interstitial colitis, without ulceration; 
pleurogenic interstitial pneumonia, with small scattered 
areas of pneumonic consolidation, and serofibrinous peri- 
carditis. 

The authors emphasize the fact that pericardial effus- 
ions in infants and young children are likely to be s^c- 

(1). Peaifttrics, August^ 1904, 
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ondary and purulent. After the fifth or the sixtK ^ear the 
etiologic influence of rheumatism is conspicuoiO and 
usually renders the effusion serious. 

The most common cause of pyopericardium is empyema, 
especially on the left side. Gastroenteritis and ileocolitis 
are occasional results. 

The affection is rarely recognized during life, because 
of the indefinite symptoms, the absence of function sounds 
and of cardiac enlargement. 

The issue is usually fatal and, as hope lies only in 
prompt drainage, frequent examinations of the heart in 
all affections where pericarditis may supervene are neces- 
sary. 

A case of suppurative pericarditis is reported by E. W. 
Murray.^ A boy of thirteen years one week before admis- 
sion to the hospital presented, without apparent cause, 
a suppurative arthritis of the left ankle and the left meta- 
tarsophalangeal joints of the great toe. Operation re- 
vealed a focus of acute osteomyelitis at the lower end 
of the tibia. Examination of the cardiac region led to a 
suspicion of pus in the pericardium, a suspicion that was 
confirmed by the exploring needle. The pericardial sac 
was opened in the fourth left space three-quarters of an 
inch from the margin of the sternum. Recovery ensued, 
though there was difficulty in properly draining the sac. 
The author believes the .association of acute osteomyelitis 
and suppurative pericarditis to be not uncommon and looks 
upon increased cardiac dullness as the most reliable sign 
of chest involvement. The best drainage is obtained by 
opening the costo-xiphoid space, removing a portion of the 
seventh costal cartilage, and then keeping the patient 
propped up in bed. Gentle irrigation may be employed 
if necessary. 

Acute Myocardial Insufficiency in Some Infections in 
Children. The mechanism of the production of acute 
myocardial insufficiency, according to F. Forchheimer,^ 
is some damage done the myocardium, and it is imma- 
terial whether the myocarditis is primarily an interstitial 

(1) Lancet, Jan. 21, 1905. 

(2) Archives of Peaiatrics, Sept, 1004. 
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(E. Eomberg) or primarily a degenerative process (Rib- 
bert). When the myocardium undergoes change to such 
a degree that it becomes insuflBcient, then the reaction on 
the part of the heart as a whole is -well enough marked to 
assume a distinct clinical picture. A diminution in heart 
force with aryhthmia is first noticed and is followed by 
dilatation of the left heart, then of the right heart, with 
relative insufficiencies of their valves and, as soon as the 
right heart is seriously affected, marked enlargement of 
the liver. It is uncommon for the right heart to suffer 
first, as affections of the myocardium follow the rule in 
all acquired non-congenital diseases of the heart of being 
commoner dn the left side. If a predisposing cause, es- 
pecially affecting the right heart, as whooping cough or 
pseudo-pertussis, is added to a damaged myocardium, then 
the right heart first becomes insufficient. 

The signs and symptoms vary in different diseases, but 
consist, upon the whole, in weakness, irregularity of pulse 
and heart impulse (tachycardia or bradycardia), a broad- 
ening of the heart dullness and bruits heard most* com- 
monly over the apex, the mitral and the tricuspid area, 
and often over the base. 

In Forchheimer's experience acute myocardial insuf- 
ficiency has been more extensively associated with the 
septicemia of influenza than with anything else except 
diphtheria. 

As regards treatment for uncomplicated myocardial in- 
sufiiciency the first principle is absolute rest. The digi- 
talis group of drugs may be used, but their efficacy de- 
pends largely upon the amount of myocardium affected. 
Predisposing causes should be controlled; an instance is 
cited of pseudo-pertussis easily controlled by small doses 
of codein. Stimulants are generally required, varying ac- 
cording to the severity of the case from alcohol to camphor 
and ether. The convalescence must be especially guarded 
and for the purpose of strengthening the myocardium 
such mechanical means as Swedish movements, massage, 
vibratory methods are invaluable. The diet is the same as 
in all myocardial affections. Laxatives which act violently 
should be avoided. Strychnia may be used for its general 
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tonic effects; except in toxic doses it has no effect upon 
the heart or upon the vasomotors. Nitroglycerin should 
never be used except in anginous attacks ; at all events care 
must be taken to exclude the existence of vasomotor paraly- 
sis, when it does harm. 

For vasomotor paralysis Forchheimer recommends hypo- 
dermic injection of adrenalin, which has an elective effect 
upon the blood vessels supplied by the splanchnic nerve. 
As its effect is also transitory, the injections must be re- 
peated every two hours. Saline transfusions are used in 
the beginning to keep up the heart's contractions. To the 
abdomen are kpplied ice-bags, stimulating the splanchnic 
reflex. After the most violent symptoms subside caffein 
soda-salicylate is given every two or four hours in turn 
with the adrenalin, which is gradually dropped. 

Jacobi, in discussing Forchheimer's paper, did not. 
agree with the latter in regard to treatment. He feels 
that the administration of digitalis and of strychnin in 
the beginning of acute myocarditis puts too much labor 
upon the heart and is convinced that in chronic myo- 
carditis strychnin makes the patients worse and that opium 
is better. In acute myocarditis he relies upon cold appli- 
cations to the heart; among young children the ice-bag for 
only a short time. He places much confidence also in 
codein and the iodids. He enforces absolute rest in bed 
for weeks and months, the bed to be in a cool room with 
open windows. 

Congenital Defect in the Septum of the Ventricles. 

H. Mullerf has had under observation, at intervals from 
three to nineteen years, nine cases of congenital defect 
in the interventricular septum. The defect in the septum 
was unmistakable, although there was no cyanosis and the 
general health did not appear to suffer. The auscultation 
findings were always typical. A long, loud, clear bub- 
bling or blowing murmur was heard, characteristic of a 
jet being forced through a narrow opening under great 
pressure, and terminated with the diastolic sound without 
any interval. It was never musical and was sometimes 
audible at a distance of several centimeters. A murmur 



(1) Corresp.-Blatt t. Schweizer Aertze; Ab9t to Jour. Am. We<l. 
A»99C., F«l?. 19, 19Q5. 
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of stich quality is not encountered in mitral incompetence 
or in case of congenital pulmonary stenosis, but is more 
like that heard in case of aortic stenosis. The maximum 
of the murmur was over the left margin of the sternum, 
below the third rib, exactly above the defect in the septum 
of the ventricles. The murmur was loud enough to be 
heard over the mitral and pulmonary or aortic areas, but 
its maximal point did not correspond with either of them. 
A fine systolic thrill was usually felt at the point where 
the murmur was loudest and in one instance the thrill 
was felt in the second right interspace, in another above 
the sternum and along the right margin of the sternum 
below the third and fourth ribs. Both sides of the heart 
were somewhat enlarged. 

Eight of MuUer^s nine patients were women and all 
were of healthy appearance. There developed among three 
of them severe pulmonary disease, among which cyanosis 
became manifest, as was true also in a case of a complicat- 
ing heart affection. 

The congenital defect was noted at birth or soon after 
and there was no record of preceding disease in either the 
child or mother during pregnancy. The practical im- 
portance of a correct diagnosis concerns the prognosis. 
This congenital defect does not appreciably shorten life, 
for there are recorded a number of subjects of forty years 
or more, and there is cited by Rogers one woman of fifty 
who had borne four children and whose congenital heart 
defect had been recognized almost immediately after 
birth. 

Contraction of the Pulmonary Artery. J. E. Dube^ 
reports a case in a boy fourteen years old, born at term 
and delicate from birth. At an early age shortness of 
breath was noted, which became very marked on the 
occasion of a severe fright. He subsequently showed signs 
of unusual weakness and nervousness, followed by famting 
spells without apparent provocation. On examination of 
the thorax the apex of the heart was located in the sixth 
interspace outside the nipple line, and epigastric pulsa- 
tion was noted. The cardiac impulse and a thrill were 

(1) L' Union Med. du Canada, May, 1904. 
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plainly felt in the second left intercostal space. There 
was a loud systolic blow heard all over the chest anteriorly 
and posteriorly, and transmitted to the abdominal and 
lumbar regions. The maximum intensity seemed to be in 
the first left intercostal space near the sternum. On per- 
cussion the heart dulness showed an increase to 10 cm. 
long, 8 cm. broad. A diagnosis, as above, was made on the 
following: (1) Systolic murmur, at the base, its char- 
acter, intensity and roughness. (2) The thrill, with its 
pathologic situation. (3) Hypertrophy of the right ventri- 
cle. 

Congenital Hypertrophy of the Heart. An enormous 
enlargement of the heart was detected by E. Hedinger^ 
at the autopsy of a child fourteen months old. Since 
'ttie valves and all other organs were free from pathologic 
lesion, the author was forced to assume that the condition 
was congenital. The child had been perfectly well and 
developed satisfactorily, until the end of the first year, 
when a cough and a pronounced anemia of chlorotic type 
appeared, and the heart at the first attempts to walk be- 
came insufficient. An explanation of this condition is diffi- 
cult. In similar cases the conjecture has been that the 
heart was the seat of a diffuse myoma, but in this instance 
it is more likely that some circulatory obstruction existed 
during intra-uterine life, although the most careful search 
at autopsy was negative. 

DISEASES OF THE BLOOD. 

Polycythemia of Congenital Heart Disease. Polycy- 
themia m congenital heart disease is sufficiently constant 
to warrant investigation, says I. S. Wile.^ Blood concen- 
trations, variations in pressure, longevity of corpuscles 
have been suggested as solving the problem, but it is the 
writer^s desire to urge the claims of an actual increased 
production of red blood corpuscles in the effort to bring 

. about the oxygen equilibrium of the body and proper cell 

- nutrition. 



(1) Vlrchow's Archlv, Vol. 178, No. 2; Abst. In Medical NewB, 
Dec. 31. 1904. 

(2) ArcbiyeB of Pediatrics, May, 1904. 



Digitized 



by Google 



DISEASES OF THE BLOOD. 143 

The usual symptoms are cyanosis, dyspnea isthd clubbed 
fingers, although a considerable proportion of cases show 
no objective symptoms, not even evanescent cyanosis. In 
spite of the lack of cyanosis, however, polycythemia is 
usually present. To quote Cabot: "In one case, entirely 
without evidence of stasis, I counted 8,431,000 corpuscles." 
Townsend has collected thirty such cases, ranging from 
6,000,000 to 9,000,000. 

During fetal life, with oxygenation secured by diffusion, 
a large number of red corpuscles is required to bring about 
proper cell nutrition. It is well known that at birth a 
polycythemia is present. Gunlobin's average was 7,500,- 
000, Botch's 5,900,000, Cabot's 7,000,000 to 8,000,000. 
Since with the continuation of the immature form of 
circulation during extrauterine life there must be a means 
of meeting the constant demand for oxygen by all the cells 
of the body, there must be an increase of the power of the 
individual cell to carry oxygen, a more raped aeration 
through increased cardiac exertion, or an actual increase 
of the number of cells which carry oxygen. 

1. To increase the power of the cell to carry oxygen is 
impossible, because of the limitation of this ability to the 
single iron atom of the hemoglobin. 

2. Attempts at more rapid aeration by increased heart 
action show themselves on exertion, but the increased 
demands upon the myocardium soon bring about its weak- 
ening, and power of compensation is lost. 

3. To increase the number of red corpuscles without 
greatly altering the actual quantitative mass of blood pro- 
pelled through the lungs does not offer any difficulties. 

The blood may be regarded as a tissue with fluid inter- 
cellular substance, and, as such, liable to atrophy, degen- 
eration and hypertrophy of its various constituent cells. 
If the laws of tissue repair are true, it is logical to believe 
that the polycythemia of congenital heart disease is an 
excellent example of "compensatory hypertrophy." The 
number of red corpuscles are increased to secure the 
amount of oxygen necessary for the proper nutrition and 
development of the various cells of the body. The poly- 
cythemia of congenital heart disease is, therefore, to be 
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regarded as an actual and compensatory increase in the 
number of red blood corpuscles. 

Belationship of "Splenic Anemia of Infancy" to Other 
Forms of Blood Diseases. Infants and children^ according 
to H. B. Shaw,^ are likely to suffer from what are known 
as secondary anemias ; i. e., anemias dependent upon vari- 
ous diseases, most common among which are congenital 
syphilis, rickets and gastrointestinal disorders. Such an 
anemia may be mild and associated with slight alterations 
in the blood or severe, when marked changes in the blood 
are noticeable and the spleen may become enlarged. 

1. When congenital syphilis produces severe anemia 
the red corpuscles may be greatly reduced in number, 
even to 1,000,000 per c.mm. Alteration in the color 
(polychromatophilia), form (poikilocytosis) and size 
(anisocytosis) may be present and these changes associated 
with the occurrence of various sizes of nucleated red cells 
or erythroblasts (normoblasts, microblasts and megalo- 
blasts) produce a picture closely allied to that of pernicious 
anemia. The leucocytes may be unaltered in number or 
rise to 58,000 per c.mm., the lymphocytes (large and 
small) from 15.9 to 33.7 per cent, the transitional cells 
from 22 to 52.9 per cent, and the polymorphonuclear cells 
from 26.4 to 58.7 per cent; myelocytes and basophile cells 
may also occur. So extreme are the changes that various 
observers admit the blood picture may readily be con- 
fused not only with pernicious anemia but with splenic 
anemia of infancy and lymphocytic leucocythemia. 

2. The severe secondary anemia produced by rickets 
may show a fall of the erythrocytes to 750,000, or even 
500,000 per c.mm. The leucocytes do not usually exceed 
30,000 per c.mm. ; myelocytes may occur as well as large 
numbers of nucleated red cells. The alterations in the 
red corpuscles in shape and form are not of such character 
as to lead to confusion with the blood pictures of per- 
nicious anemia, but there is considerable likeness to the 
picture of the blood in splenic anemia among infants and 
to leucocythemia. 

3. Gastroenteritis may cause a fall of red corpuscles 



(1) Lancet, Dec. 3, 1904. 
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to 685,000 and the white corpuscles may number 38,000 
per c.mm. In one series of cases under one year the aver- 
age number of leucocytes was 13,500, the polymorpho- 
nuclear cells numbering 42 per cent. As a rule the l3rm- 
phocytes predominate over all other cells, even to the 
extent of 70 per cent, so that this disorder may resemble 
lymphocytic leucocythemia. The occurrence of myelocytes 
and erythroblasts is not reported. 

The primary anemias of childhood include leucocy- 
themia, pernicious anemia and splenic anemia of infancy. 

1. X»eucocythemia in infants and children may produce 
a fall of red corpuscles to 1,308,000 per c.mm. and a 
reduction of hemoglobin to 40 or even 25 per cent. Normo- 
blasts and megaloblasts may be found. The leucocytes in- 
crease in number to 986,000 in the myelocytic or spleno- 
meduUary form to 420,000 in the lymphocytic variety; 
they may, however, not number more than 48,000, or even 
24,000, in myelocytic, or 87,000 in lymphocytic leucocy- 
themia. The total lymphocytes, including large and small 
varieties, may reach 94 or 99 per cent in the lymphocytic 
form and from 5 per cent to 39 per cent in the myelocytic 
variety; the polymorphonuclear cells vary from 0.7 to 5 
per cent in the lymphocytic — and from 12.3 to 29.7 per 
cent in the myelocytic form. Eosinophiles may be absent 
in the lymphocytic form or reach only 1 per cent; in the 
myelocytic form from 0.6 to 5 per cent is recorded. Mye- 
locytes are usually absent in the lymphocytic form ; in the 
myelocytic variety they number from 20.8 to 79.1 per 
cent. 

2. Pernicious anemia in infants and children may 
show a fall of red cells to 500,000 per c.mm. The hemo- 
globin may reach from 25 to 30 per cent, or even fall to 
12 per cent; poikilocyiosis, anisocytosis and polychromato- 
philia are marked; normoblasts, megalocytes and megalo- 
blasts occur in large numbers, the last exceeding the num- 
ber of the normoblasts. The leucocytes usually are normal 
in number or reduced to 4,000 or 8,000 ; a relative increase 
of lymphocytes may occur with reduction of polymor- 
phonuclear cells and a few myelocytes sometimes appear. 
As in the adult, however, leucocytosis may occur, 19,000 
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leucocytes per cmm. having been observed, with an in- 
crease in the percentage of lymphocytes. It has been no- 
ticed in the pernicious anemia of infancy and childhood 
that megalocytes and megaloblasts, which form so charac- 
teristic a feature in the disease of adults, may fail to 
appear and the color index may not be so high. Enlarge- 
ment of the spleen has been observed in some cases. 

3. Splenic anemia of infancy is also known as "anmmia 
pseudO'leukcemica infantum/' and Banti's disease is re- 
garded by some observers as an exaggerated form of this 
disorder, presenting ascites and cirrhosis of the liver. 
Splenic anemia of infancy differs from splenic anemia of 
the adult mainly in the greater number of changes in the 
blood picture. Fowler has reported a series of twenty 
cases in which the red corpuscles varied from 5,800,000 
to 1,146,000 (820,000 von Jaksch), the white corpuscles 
from 5,800 to 45,000 (114,150 Baginsky), and the hemo- 
globin from 70 to 18 per cent; the ratio of white to red 
cells was from JL to 51 to 1 to 475; the lymphocytes aver- 
age from 59.1 per cent, the polymorphonuclear cells 36 
per cent, and the eosinophiles 1.2 per cent and the my- 
elocytes 2.8 per cent; nucleated red cells were present, 
varying from a few to 2,770 cmm. Poikilocytosis and 
anisocytosis have been observed, also polychromatophilia ; 
normoblasts were more numerous than micro- and megalo- 
blasts. This disorder may present a blood picture like 
that of pernicious anemia, severe secondary anemia with 
leucocytosis, some forms of Hodgkin's disease and lym- 
phocytic and myelocytic leucocythemia. 

Acute Lymphatic Leukemia. Larrabee^ reports a case 
of acute leukemia in a six-weeks-old child who, a month 
after coming under observation, died with symptoms of 
obstruction of the larynx and trachea — the youngest on 
record since modern methods of studying blood have been 
instituted. The child, who was brought to the dispensary 
because of a slight attack of diarrhea and vomiting, seemed 
to be fairly developed but poorly nourished and weighed 
seven pounds and one ounce. The head, chest, extremities 
and liver were normal. In the left hypochondrium, in the 

(1) Boston Med. and Surg. Journal, Jan. 12, 1905. 
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position of the spleen, could be felt a movable mass, ex- 
tending from under the ribs to slightly below the level 
of the umbilicus with a sharp edge. Numerous nodules, 
varying in size from peas to marbles, were felt in the 
groins and axillae. The abdomen was slightly distended, 
tense and apparently tender. 

The blood examination was as follows: Hemoglobin 
(Tallquist method), 60 per cent; red corpuscles, 4,392,- 
000; white corpuscles^ 918,000. A differential count of a 
thousand white corpuscles have the following results: 
Polymorphonuclear neutrophiles, 0.5 per cent; small 
mononuclear basophiles (lymphocytes), 93.2 per cent; large 
basophiles (large mononuclears and transitionals), 5.9 
per cent; eosinophiles, 0.1 per cent; x-cells, 0.3 per cent. 
There were a few normoblasts and mast cells. Poikilo- 
cytosis was slight and the platelets were so reduced that 
only five or six were found in a half hour. 

Treatment, apart from that directed at the digestive 
disorder, consisted in giving arsenic which even in minute 
doses of Fowler's solution was not well endured by the 
stomach and had frequently to be interrupted. Although 
the diarrhea was only in part relieved the child gained 
a half pound and appeared to do well until a month after 
the diagnosis was made. Then she was brought to the 
dispensary in a state of collapse with marked cyanosis, 
dyspnea, retraction ol the chest in breathing and other 
evidences of obstruction of the larynx and trachea. There 
was no membrane in the throat, but in one nostril was a 
small, yellowish mass, the nature of which, in the child's 
condition, could not be ascertained. The voice was not 
entirely lost. There were a few small hemorrhagic spots 
on the abdomen. As intubation or tracheotomy seemed 
necessary, the child was immediately dismissed to the hos- 
pital, but died before reaching there. No autopsy was 
permitted. 

The duration of the disease in this instance cannot be 
stated with certainty, as its onset was insidious, but the 
large size of the spleen and the well-developed blood-pic- 
ture when it was recognized, as well as the slow progress, 
lead to the probability that it had existed several weeks 
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at least. The disease ran its course almost without symp- 
toms suggesting the diagnosis of leukemia, for, although 
a tendency constantly to cry is often noted in infants with 
leukemia, it is hardly suggestive of that disease. Hemor- 
rhages into the skin, a frequent symptom of acute leuk- 
emia, were present only on the day of death. So, had it 
not been the rule of the clinic to make a thorough exami- 
nation of every patient and always to examine the blood 
in the presence of enlarged spleen or lymph nodes, the 
case would undoubtedly have been regarded as one of ordi- 
nary summer diarrhea. 

The cause of death is especially interesting since de- 
cided enlargement of the thymus is often associated with 
leukemia. According to Pinkus, the thymus is always 
enlarged, and Ortner describes death which occurred dur- 
ing an attack of dyspnea due to enlarged thymus. Ortnei: 
mentions as other causes of dyspneic attacks in leukemia: 
Leukemic infiltration of the lung, pressure of enlarged 
lymph nodes or enlarged thyroid on the trachea, hemor- 
rhages into the pleura or mediastinum, pleurisy, pressure 
of enlarged lymph nodes on the vagus or recurrent laryn- 
geal nerve, high position of the diaphragm, and lymphoma- 
tous infiltration of the diaphragm. Dyspnea may also be of 
purely cardiac origin. It is probable also that leukemic 
infiltration of the mucous membrane of the bronchi or 
trachea may cause such symptoms, since Stieda has 
recorded a case of laryngeal stenosis due to pseudo- 
leukemic infiltration and fatal after tracheotomy. 

Acnte Lymphemia. McWeeney and Farnan* report a 
fatal case of acute lymphemia occurring in a female child 
three years of age. The blood count showed 1,540,000 
red and 136,400 white corpuscles. The percentages of 
white cells in the differential count were as follows : Large 
hyaline mononuclears, 65 per cent; smaller hyaline mono- 
nuclears, 32 per cent; polynuclear neutrophiles, 1.3 per 
cent; polynuclear eosinophiles, 0.5 per cent; neutrophile 
myeloc\i;es, 0.6 per cent, and eosinophile myelocytes, 0.6 
per cent. 

Clinically the case resembled one of Hodgkin^s dis- 

(1) British Medical Journal, Feb. 25, 1905. 
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ease, but an examination of a fresh blood preparation set- 
tled the diagnosis. The findings agreed with the hemo- 
eytic picture of acute leukemia in the following points: 
(1) Enormous preponderance of hyaline mononuclear 
cells; (2) rarity of polynuclear neutrophiles ; (3) pres- 
ence of myelocytes in very small numbers; (4) rarity of 
both varieties of nucleated red corpuscles. 

Blood Investigations in Measles, Scarlet Fever and 
Chickenpox. According to F. Erben/ a relative poly- 
nuclear leukocytosis occurs during the febrile period in 
measles, resulting especially from destruction of the 
small lymphocytes. When the temperature falls there 
occurs regeneration of the small lymphocytes, while the 
large lymphocytes, large mononuclear leukocytes and 
transitional forms somewhat earlier begin to rise above 
physiologic limits; the eosinophiles disappear during the 
eruption or reappear in the post-febrile stage; the blood- 
serum in measles agglutinates, normal erythrocytes and 
the red cells are dissolved by normal serum and erythroly- 
sis is prevented by the presence of serum from measles. 
In scarlatina there is a progressive fall in the number of 
erythrocytes and a disproportionate diminution in the per- 
centage of hemoglobin; there is a distinct leukocytosis 
produced by an. absolute increase of the polynuclears, the 
eosinophiles and mononuclears not being affected. The 
eosinophiles, after the acme of fever, undergo a marked 
increase in number; active isolysis the author observed to 
a slight degree only, as well as active and {)assive isoag- 
gltitination. In varicella therfe is an increase of the large 
and small lymphocytes. ' 

DISEASES OF THE GElflTO-UEINARY ORGANS. 

... Perinephritia^ Of perinepHritis among children Town- 
•send^ reports si^ c^ses not one of which was correctly diag- 
nosed until the children were sent to the clinic to have 
spinal or hip braces applied. 

In most cases the etiology was obscure, but in many a 

(1) Zelt. f. Hellkunde, 1904, Bd. XXV, Heft 8. Abst. In Amer. 
Medicine, Nov. 19, 1904. 

(2) Archives of Pediatrics, July, 1904. 
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definite cause was conjectured, as exposure to cold, a strain 
or sprain, a blow, a wound or fall on the side, constipa- 
tion, excessive exercise of any kind, jarring of the body^ 
overexertion. The secondary form of perinephritis may 
follow infection of any part of the body, and has been 
seen in all forms of kidney lesion, especially in pyone- 
phrosis, pyelitis and stone in the kidney, and after opera- 
tions on the kidney, ureter, bladder or urethra. It may 
follow or occur in typhoid and other fevers, in penumonia, 
empyema, pleurisy, after ulceration of a stone through the 
gall-bladder or the rupture of an echinococcus cyst. 

The first symptom of a primary perinephritis is usually 
pain, perhaps very severe. It is most frequently felt in 
the region of the kidney, near the vertebrae, and be mis- 
taken for neuralgia or lumbago or, extending downward, 
simulate sciatica. As movements of the body aggravate 
the pain the spine is generally held rigid, and to this is due 
the common mistaking of these cases for Pott's disease. 
When psoas contraction occurs before or after the produc- 
tion of an abscess, flexion of the thigh ensues, and because 
of the tension attempts to straighten the lower extremity 
cause pain which must be referred to the hip, spine or 
pelvis. In the inflammatory type of the disease chills or 
rigors, followed by fever and septic temperature, are 
among the first symptoms and are often severe. The con- 
stipation is ascribed to the patient's desire to avoid pain 
by moving the body or to pressure from the abscess on the 
intestinal tract or the sjrmpathetic nerves. 

The treatment of perinephritis must be indicated by the 
conditions : discovered early, rest in bed, tonics, laxatives 
and mild stimulation; after an abscess prompt surgical 
intervention. 

Acute Nephritis: ToMilUtis a Cause ot According to 
John L. Morse* little attention h^ been paid to the poesi* 
ble importance of tonsillitis in the etiology of acute neph- 
ritis, although it would seem reasonable that tonsillitis, 
due as it is to bacterial infection and often complicated 
by cervical adenitis, peritonsillar abscess, or acute inflam- 
mation of the middle ear, should lead to inflammation of 

(1) Archly 68 of Pediatrics^ May, 1904. 
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the kidney as do other acute diseases due to micro-organ- 
isms, especially as tonsillitis is often caused by strep- 
tococci, the usual cause of acute nephritis in scarlet fever. 
Nevertheless to judge by the literature of this subject 
tonsillitis seldom causes or is complicated by acute neph- 
ritis. During the last eight months, however, the writer 
has seen four cases of tonsillitis followed by acute neph- 
ritis, and is led to believe that tonsillitis must be more 
often followed by nephritis than is usually supposed and 
that very likely in many cases, which are considered prim- 
ary nephritis, the infection enters through the tonsils, 
when the local manifestations are not severe. This being 
so, tonsillitis should not be looked upon, as it usually is, 
as a simple disease and of but little importance. A dis- 
ease which can cause acute endocarditis and acute neph- 
ritis is certainly one worthy of consideration. The heart 
and urine in tonsillitis should, therefore, be examined as 
carefiiUy as in rheumatism or scarlet fever, and the ex- 
amination continued for a time during convalescence. 

Chronic Nephritis: Senal Decapsulation. A case of 
chronic nephritis in a female child four and a half years 
old is reported by Augustus Caille.^ The urine contained 
renal elements, blood, casts, albumin and pus and was 
dark in color and scanty. Fluid was present in the abdo- 
men and the eyes were puffy. She received hospital treat- 
ment consisting of diuretics and diaphoretics, with sweat- 
ing and intestinal irrigation and was discharged much 
improved, but nine months later returned to the hospital, 
when it was found that the heart was enlarged and gen- 
eral edema present. Decapsulation of both kidneys was 
performed and a typical chronic parenchymatous nephritis 
was found on both sides. Both kidneys were three times 
their normal size and over four inches in length. The 
patient made an imeventful recovery aind there was no 
return of any of the previous difficulties. The author 
stated that in cases of chronic nephritis which was not 
relieved within a reasonable time he would strongly advise 
inspection of the kidneys by lumbar incision, provided 
that no heart lesion was present. The hope of preventing 

(1) Medical News, Oct. 22, 1904. 
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an acute nephritis from becoming chronic would warrant 
splitting the capsule or decapsulating one or both kidneys 
if they appear enlarged or swollen. 

In reply to a question by Dr. Kerley as to what effects 
such a procedure would have should these children contract 
scarlet fever or other infectious disease, the author said 
that as the procedure was a new one, little definite data 
had yet been gathered on these points. Many cases had 
been operated upon with marked benefit, as in the one 
reported, but the exact benefit conferred had yet to be 
determined, since it was not yet clear whether it was due 
to increased blood supply^ or to the massage incident to 
the handling of the organ. But the results from the 
operations which he had seen were better than from those 
from medication. 

Acute Pyelitis. According to Eowland G. Freeman* 
the etiology of most of the cases of acute pyelitis recorded 
is very indefinite. A large proportion occur in female 
children, and infection from the genitourinary tract seems 
probable, while the organism associated with most of them, 
the Bacillus coli communis, points to an infection from 
the alimentary tract, as well as the fact that many of 
these cases follow intestinal disorders. The clinical mani- 
festations give no evidence that the pelvis of the kidney 
is the source of the trouble. These patients usually have 
abnormal movements from the bowels, associated with a 
high temperature of irregular type, with marked remis- 
sions and, followed by a rapid elevation, which in some 
cases is accompanied by chills. On account of the diffi- 
culty in procuring a specimen of urine many cases have 
been allowed to progress for long periods of time before 
curative treatment has been adopted. This is unfortunate, 
^ because curative treatment is simple and consists in 
neutralization of the urine. 

In discussing Freeman's paper J. Lovett Morse said the 
frequency with which pyelitis is met with depends upon 
how frequently the urine is examined. Diagnosis is rather 
difficult, even though the urine is carefully examined; 
babies might have an acid urine and a great deal of pus 

* (1) Medical Record, Sept. 10, 1904. 
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but nothing else, and it is hard to tell whether the pus 
comes from the kidney or from the bladder. In eases in 
which squamous cells are found, the trouble is in the blad- 
der, but in the kidney when spindle and caudate cells are 
found. Nearly all such cases are due to the colon bacillus, 
but twice the writer found tubercle bacilli in the urine 
when there was tuberculosis of the kidneys but none else- 
where. 

[Some years ago the Editor studied the cause of this 
infection. In a large number of cases, twenty-six or more, 
the infection appeared to come from some part of the 
bowel, being associated particularly with a follicular en- 
teritis. It is a question whether the colon bacillus can go 
through the loose cellular tissue of the pelvis and it seems 
that there must be some more direct mode of infection 
through the vascular or lymphatic system. In one instance 
of acute pyelitis the Shiga bacillus was found in the urine, 
and so the new question is opened as to whether the Shiga 
bacillus can be found in the urine.] 

Cystitis Caused by the Colon Bacillus. Carlo Comba* 
states that cystitis caused by the colon bacillus is far more 
rare among infants ^nd children, especially in early in- 
fancy. Among children from five to eleven years, it is less 
serious than among younger ones. The fever is slight; 
there is a tenderness over the bladder ; the urine is cloudy, 
acid in reaction, and may contain a trace of albumin; 
microscopically there are present bladder cells, poly- 
nucleated leucocytes, and in masses many short, mobile 
bacilli, which resemble the colon bacilli. The disease runs 
a short course and ends in recovery. From birth to three 
years, however, it is much more serious; then the fever 
is high, remittent or intermittent ; there is thirst, anorexia, 
vomiting and general failure of the health; there may be 
intense pallor and somnolence may altertiate with great 
irritability. Urination is frequent and painful and the 
urine contains albumin, cells from the urinary passages, 
and colon bacilli. The course of the disease is long and 
severe, with possible extension to the kidneys. 

(1) Rev. di CUnlca Fed., April, 1904; Medical Record June, 
1904. 
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For the colon bacilli there are three modes of entrance 
into the bladder; hematic which is rare; intestinal, and 
ureteral, which is most frequent. 

Comba describes a severe case treated successfully with 
the Celli-Volenti anticolic serum by hypodermic injection 
and injections of protargol into the bladder. He thinks 
that in this case resistance was weakened by too much uric 
acid, producing a mild cystitis, which was aggravated by 
the presence of the bacillus coli in the urine. After the 
use of the serum he found upon microscopic examination of 
the urine that many of the bacilli had lost their motility. 

Congenital Hydronephrosis. Eabot and J. Bertier* 
state that of all the types of hydronephrosis that of con- 
genital origin, developing slowly during childhood and 
adolescence, is the least understood. Of two cases recently 
come to their notice the first patient was a two-year-old 
boy taken to the hospital on account of diphtheria. The 
urine was thick with albumin. At autopsy the two ureters 
were found to be about the size of the middle finger, per- 
fectly permeable, filled with urine; both ureteral open- 
ings into the bladder were very small, scarcely admitting 
a fine needle, and allowing the urine to pass only drop by 
drop very slowly. There were no 'traces of any inflam- 
matory process. On incision of the kidneys, the parenchyma 
was seen to be diminished in thickness, while the calyces 
and pelvis were distended, although not in proportion to 
the ureters. 

The second patient was a boy of eighteen months, ad- 
mitted to the hospital for measles, with a severe laryngitis. 
The family history was negative and the child had previ- 
ously been healthy. During the twenty hours the child 
spent in the hospital he passed urine only once. At autopsy, 
^s soon as the abdomen was opened, both ureters were 
found to be very large, the left especially, and filled with 
urine. The ureters were bosselated, alternately dilated 
and constricted. The left kidney was hypertrophied almost 
to the size of an adult organ ; the right was atrophied and 
about the size of a little finger. On incision the left kid- 
ney showed calyces and pelvis somewhat dilated, while the 

(1) Lyon Medical, May 1, 1004. 
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right showed very ^advanced renal atrophy. The bladder 
was normal in size, but its walls were a little hypertrophied. 

The writer believes the frequency of congenital hydrone- 
phrosis greater than hitherto supposed. The treatment i? 
surgical and various methods are employed as nephrectomy, 
nephrotomy and conservative operations like punctures. 

Enuresis. Percy Lewis^ says that the variety of causes 
named for this condition and the diverse treatments recom- 
mended for its cure indicate that its pathology has not 
been accurately studied. The treatment which he has for 
some years been successfully using was suggested by the 
consideration of a similar condition among infants fed 
on starchy foods. Such children always pass a larger 
amount of urine than normal and when their starchy food 
is cut off this symptom disappears, as is the case also with 
victims of enuresis. In most cases a rigid anti-diabetic 
diet removes the symptom in a few days, and at the same 
time general tonic treatment is required for the general 
depression of health produced by an excessive starchy 
diet. During the cure, starchy food may usually be allowed 
for breakfast without "accidents" occurring at night. 
Without any other treatment hospital cases often are re- 
lieved at once and finally cured by being taken as in- 
patients and fed on the ordinary hospital diet. In private 
cases even small quantities of bread or cake given at dinner 
or tea early in the treatment cause the bed-wettings to 
recur. In three or four weeks, sometimes sooner, if the 
tonic treatment is pushed as well, a normal diet may be 
^ given without enuresis happening. While not wishing to 
contend that enuresis is a condition of rickets, the writer 
is of the opinion that it is a weak bodily condition, caused 
by to excessive starchy diet and associated with inability 
properly to digest that excess. 

According to Robert T. Morris,^ preputial adhesions are 
so predominantly the cause of enuresis, particularly among 
girls, that no treatment should be instituted until that 
factor is definitely known to be out of the way. Girls need 
circumcision rather more frequently than boys, because in 

(1) Abst in Medical Record, June 11, 1904. 

(2) N. Y. and Phila. Med. Jour., Jan. 28, 1905. 
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girls preputial adhesion are commoner and the disturb- 
ances more marked on account of the impressible nervous 
system of girls. Circumcision is easily performed among 
girls: a general anesthetic should be given — ^preferably 
nitrous oxid gas; adhesions between the prepuce and the 
glans clitoridis are separated with the point of a thimib 
forceps ; the prepuce is lifted with the forceps and trimmed 
oflE with a pair of curved scissors; an antiseptic powder 
is dusted over the field and a compress applied for a few 
hours. No sutures or ligatures are required, as the oozing 
is of small consequence. 

J. TJllman^ summarizes the treatment of enuresis as (1) 
hygienic, (2) psychical and suggestive, and (3) physical 
or mechanical. He lays special stress on the massage 
treatment, combined with the administration of atropin 
internally. The objects of massage is to remedy the weak- 
ened and insuflBcient action of the detrusors and sphincter 
vesicae. The movements are as follows: (1) The rectum 
is freed of feces and massage is applied by means of the 
index finger to the sphincter vesicae. The child lies in the 
lithotomy position and the sphincter vesicae is gently 
tapped by the operator with the index finger in the rectum 
for half to one minute. (2) A deep circular massage is 
applied over the hypogastric region for two or three min- 
utes. (3) The patient, lying in the dorsal position, with 
knees tightly drawn together, is told to resist while the 
knees are drawn apart; and, with the knees widely sepa- 
rated, he is asked to resist while they are drawn together. 
The same resistant adduction and abduction movements 
are also employed with the legs. These movements occupy 
about two minutes. (4) The patient, standing against a 
wall or door, crosses and recrosses one thigh over tSe other 
for a period of five minutes. (6) The patient is fitudly 
taken across the knee and with the side of the hand the 
lumbar and sacral regions are sharply tapped very fre- 
quently by the operator. A vibratory sensation is thus 
produced. 

0. Keinach^ reports observations on two cases of hj/s^ 

(1) Jahrbuch t. Kinderhell., 1903, Bd. VIII, S. 796; Abst In 
im. Jour. Med. Set., Nov., 1904. 

(2) N, Y. and Pbila. Med. Jour., Dec. 31, 1904. 
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terical polyuria in children. The first was an intelligent, 
well developed girl of two years, whose mother showed 
all the signs of hysteria and whose father was neuras- 
thenic. After a terrifying dream the child developed 
polyuria, voiding urine twenty to thirty times in twenty- 
four hours, as frequently by day as by night. Sometimes 
she wet the bed, although she usually awakened and cried. 
After this condition had lasted two months the author 
conceived the idea of submitting the child to painful 
faradization, which promptly resulted in a cure. The 
same procedure was successful in a second girl of two 
years whose mother was manifestly hysterical. 

Gonococcns Infection. L. Emmet Holt,^ who has studied 
the clinical manifestations of gonococcus infection in 
children under three years of age, found the three principal 
forms to be vaginitis, ophthalmia and arthritis. 

In well marked cases of vaginitis the discharge was 
moderately abundant, yellow or greenish yellow, occasion- 
ally tinged with blood. In mild cases the discharge might 
be so slight as to escape detection. Extension to the blad- 
der, uterus, tubes and peritoneum was not observed. Ure- 
thritis was not common and seldom severe. Constitutional 
symptoms were few and insignificant. The temperature 
seldom exceeded 101 degrees. 

The discovery in the pus cells of the gonococcus is essen- 
tial to the diagnosis. When many leucocytes are present 
in the vaginal discharge of infants the cases are regarded 
as suspicious because a non-specific purulent vaginitis is 
uncommon. Since proper local measures among children 
are diflBcult, the disease sometimes persisted six or eight 
weeks. 

The writer observed 26. cases of gonococcus arthritis, 
which he considers the most interesting phase of gonococ- 
cus infection among children. Of these, nineteen were 
male and seven female. In five cases a single joint only 
was involved. The symptoms were a rapidly developing 
articular swelling, early redness, acute tenderness, and 
when suppuration was imminent, fluctuation at the end of 
a week. The fever frequently reached 103, sometimes 104 

(1) Medical Record, March 25, 1905. 
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or 105 and lasted anywhere from one to eight weeks. 
Wasting^ prostration^ and exhaustion also were common 
symptoms. In many of these eases death was due to ma- 
rasmus and not to pyemia. In children, whose condition 
was fairly good, incision and washing out of the affected 
joints usually sufficed for rapid cure. This disease closely 
resembled acute articular rheumatism which is so unusual 
among children under one year that the symptoms enum- 
erated should suggest gonococcus arthritis. 

Holt believes the most obvious means of spreading the 
infection in hospitals to be through napkins, which should 
be soaked in a disinfectant, boiled in suds, and put through 
a steam sterilizer. Thermometers, nipples, and bottles 
should be kept separate with the greatest care. Sponges 
and wash-cloths should be interdicted in institutions and 
even bathtubs should be dispensed with, if any case of this 
nature is present. The most scrupulous precautions should 
be taken with reference to the nurses' hands. Since in 
cases of arthritis, the author suspects, the bacteria may 
gain entrance through the mouth, the nurse in cleansing 
the mouths of infants should use a toothpick wound with 
absorbent cotton and not the finger. Upon the admis- 
sion of children to institutions, a bacteriologic examina- 
tion should be required, unless impracticable, when a fold 
of gauze, placed between the labia, would show even a 
slight discharge. Quarantine of both child and nurse is 
the only means of checking the spread of the disease and 
after an outbreak in a ward as much thoroughness should 
be employed in fumigating as after an outbreak of scarlet 
fever. 

Holt concludes as follows: (1) Gonococcus vaginitis 
must be recognized as a frequent disease and one to be 
constantly reckoned with in institutions for children. It 
is frequent also in dispensary and tenement practice and 
not uncomon in private practice of the better sort. (2) In 
its milder forms and in sporadic cases it is extremely an- 
noying, because so intractable ; in its severer farms it may 
be dangerous to life through setting up an acute gonococ- 
cus pyemia or infection of the serous membranes; in its 
epidemic form it is a veritable scourge in an institution. 
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(3) The highly contagious character of gonococcus va- 
ginitis makes it imperative that children suffering from it 
should not remain in wards or dormitories with other 
children. A similar danger, though less in degree, exists 
with the gonococcus ophthalmia and acute gonococcus 
arthritis or pyemia. (4) It is practically impossible to pre- 
vent the spread of the disease, if infected children remain 
in the wards with others. They must either be excluded 
from the hospital or, if admitted, be immediately quaran- 
tined. (5) Cases of gonococcus vaginitis can be ex- 
cluded from hospital wards only by the systematic micro- 
scopic examination of a smear from the vaginal secretion 
of every child admitted. If a purulent vaginal discharge 
is present, such examinations are imperative and as much 
a matter of hospital routine as the taking of throat cultures 
in children with tonsillar exudates. In the absence of a 
bacteriologic examination, a purulent discharge in a young 
child may be assumed to be due to the gonococcus. (6) 
The quarantine to be effective must extend to the nurses 
and attendants as well as the children. Napkins, bedding, 
and other clothing of infected children must be washed 
separately from that of the rest of the house. (7) When 
the gonococcus is found with no vaginal discharge, or with 
a very slight discharge, children should also be quaran- 
tined, although it is not possible to say to what degree such 
cases may be dangerous in the ward. One of the greatest 
difficulties in connection with the gonococcus vaginitis 
arises from the prolonged quarantine necessary because 
these cases are chronic in character and stubbornly resist 
treatment. (8) The danger to nurses from accidental in- 
fection, especially to the eyes, is considerable and at the 
present time nurses are not sufficiently instructed in this 
respect. 

A. C. Cotton^ studied an epidemic of gonococcus infec' 
Hon lasting in a hospital from August, 1902, to September, 
1903, when 319 children were admitted. A urethral dis- 
charge was first noticed in a boy two years old, on August 
8, 1902; next a girl suffering from typhoid fever was 
found to have a vulvovaginal discharge containing gonoc- 

(1) Medical News. Oct. 22, 1904. 
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occi, and from these two patients the epidemic seemed to 
have arisen. It is the opinion of the author that every 
children's hospital should take special precautions against 
such infection by maintaining detention wards, where new 
patients may be isolated for at least two weeks to insure 
their freedom from infectious disease, and absolutely iso- 
lated wards to which children manifesting acute infection 
may be immediately removed and placed in charge of spe- 
cial attendants who have no duties in the general wards. 
The same care should be used in the manipulation and 
treatment of a gonorrhea case as would be employed in 
any other infection of an acute nature. Gonorrhea in a 
children's hospital is much to be dreaded and female in- 
fants seem exceptionally prone to contract it. Cases of a 
secondary involvement of the uterus or cervix or a neph- 
ritis or pericarditis have been observed and in the writer's 
opinion it is remarkable that undiapered children from 
two to four years of age do not more often carry infection 
to the eyelids. 

Gonorrheal Salpingitis. An instance of gonorrheal 
salpingitis in a little girl is reported by Leonard A. Bid- 
well^ and another by Geo. Carpenter.^ BidwelFs patient 
was a girl of 6 years : With a purulent discharge from the 
vulva there was some superficial ulceration inside the vulva 
extending toward the meatus, pain after micturition, and 
blood in the urine, but no enlargement of the inguinal 
glands. Examination showed pus issuing from the uterus 
which contained gonococci in considerable numbers. On 
account of the development of an abdominal swelling to the 
right of the median line in the hypogastric region, with evi- 
dences of a localized peritonitis, celiotomy was done and 
both tubes were found to be full of pus. They were re- 
moved after ligature close to the uterus, but the ovaries 
were left. The patient made an uneventful recovery and 
returned home but as the discharge did not cease and 
gonococci were still present, she was readmitted to the hos- 
pital and underwent dilatation and curettement with 
prompt recovery. Eemarking on the rarity of gonorrheal 
salpingitis at so early an age, the author says its course 

(1) Brit. Jour, of Children's Diseases, Oct., 1904. 
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seems more acute than in adults. Noting that the discharge 
did not cease after salpingectomy, but persisted until tiie 
uterus had been curetted, he suggests that in cases of 
gonorrhea where the uterus is infected, dilatation and 
curettement should be performed to prevent, if possible, 
further extension to the tubes. 

Carpenter's patient, only 3^ years old, had a vaginal dis- 
charge for six weeks with pain in the lower part of the ab- 
domen and frequent micturition. The pus from the vulva 
contained numerous gonococci. Bimanual palpation of the 
pelvic viscera with one finger in the rectum, showed in- 
volvement of the appendages. Although two months later 
the tube and ovary on the left were unchanged, there was 
considerable improvement on the right side. The case is re- 
corded as an example of the value of bimanual examination 
of the genitalia of young children and as showing that 
these conditions, occasionally at least, tend to spontaneous 
recovery. Carpenter believes sterility in adult life may re- 
sult from such complications in infancy and quotes the 
opinion of Marx that these infantile inflammations are 
likely to recur at puberty and are often the real cause 
among newly married women of pelvic inflammations, 
formerly attributed to the husband. 

Seotal Gonorrhea in InfantUe ynlyovaginitis. Flugel^ 
found that of the women patients under treatment for 
gonorrhea in the City Hospital of Frankfort, about one^ 
third were also suffering from rectal infection. Extending 
tis investigations to the children in the wards he found 20 
cases of gonorrhea of the rectum in 56 patients. The pres- 
ence of the gonococcus was established by passing a wire 
loop into the anus, but in many cases the examination had _ 
to be repeated a number of times before a positive result 
was obtained. Under the circumstances, it seems most likely 
that infection takes place through the flow of discharge 
from the vagina, and the author suggests as a prophylactic 
measure that a pad of gauze, suitably supported, be kept 
in constant apposition with the vulva. Treatment con- 
sisted in the use of ichthyol suppositories and irrigations 
of silver nitrate. The gonococci usually disappeared from 

(1) Berliner klinische Wochenschrift, March 20, 1906. 
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the rectum much earlier than from the vagina, and the 
rectal symptoms were never very severe. 



DISEASES OP THE SKIN". 

Treatment of Infantile Eczema. 0. Clenet^ considers 
infantile eczema a form of autointoxication due to disor- 
dered digestive action, and consequently the first indication 
is to attempt to regulate the gastrointestinal tract. If the 
child is breast-fed, feedings should be at a definite time and 
for a definite period. Bottle-fed children should be given 
properly modified milk. Older children should be fed 
chiefly on milk, with a limited amount of eggs and vege- 
tables. If any meat is given, white meat is to be preferred. 
No tea, coffee, or alcohol should be allowed. The bowels 
must be kept regular. Arthritic infants should be given 
alkalies ; scrofulous ones, cod-liver oil, iron, or calcium gly- 
cerophosphate. In the sluggish eczema of children over five 
years arsenic may be administered. 

In cases which resist dietetic and internal treatment, 
local applications become necessary. First the skin must 
be made as aseptic as possible by means of mild and non- 
irritating antiseptics or (preferably) by boiled water. The 
affected parts should be washed with cotton swabs — ^which 
must be thrown away after once being used — dipped in the 
solution. This swabbing is to be done several times a day 
and is to be followed by a dressing. If crusts are present 
they may be loosened by a poultice of potato starch, and 
later, if the area is not large, powders may be applied. For 
the scalp sterile oil containing a little salicylic acid is bene- 
ficial. Bathing is usually contraindicated. Before using 
ointments, powders and solutions should be tried, and when 
these latter have initiated the treatment, ointments of sali- 
cylic acid, sulphur, tar, or oil of cade are indicated. In 
oily and impetiginous eczemas, dressings of silver nitrate 
have a favorable action. These dressings may be followed 
by the use of tar or salicylic acid. Finally, in children who 

(1) Rev, Francalse de med. et chir,, 1904, No. 32; Abst. In Am, 
Jour, of Med. Sci., Jan., 1905. 
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resist the above treatments, weak pastes of pyrogallie or 
ehrysophanic acid may be tried. 

Erythema Nodosum. The Editor^ believes that ery- 
thema nodosum should be classed as one of the exanthema^ 
tous fevers. The patients are for the most part children 
ranging from two to fourteen years. The disease begins 
with vague pains, gastrointestinal disturbance, and fever, 
and runs its course, seldom without fever from two to 
seven days but, in cases of relapse, lasts two gr three weeks. 
The fever is usually continuous, although it may become 
intermittent. The eruption occurs in the form of node-like 
swellings, generally on the tibiae, sometimes on the 
forearms and thighs, rarely on the tongue and face. The 
lesions are round or oval, varying from the size of a wal- 
nut to that of a hen's egg. They are at first painful and 
tender to the touch, tense and firm in consistence; but do 
not produce itching or tend to suppurate. They are bright- 
ened in color with the overlying skin tense and glossy. The 
changes as they develop, resemble those observed in a bruise 
and for a single nodule to go through its cycle may require 
a week or ten days. Erythema nodosum is found associated 
with rheumatism, endocarditis, scarlet fever, and measles. 
Occasionally sore throat precedes the development of the 
disease and sometimes tuberculous infection follows after a 
longer or shorter period. 

Erythema Infectiosiun. H. L. Shaw^ has had the oppor- 
tunity of studying a number of cases of this erythema 
in the out-patient department of the Anna Kinderspital in 
Vienna. Descriptions of erythema infectiosum have ap- 
peared only in the German literature, and this disease as 
such has not been recognized in America. 

Erjrthema infectiosum may be defined as a feebly conta- 
gious disease occurring chiefly in children, with very slight 
suggestive symptoms, and characterized by a maculopapu- 
lar rose-red rash, more pronounced on the cheeks, legs, and 
outer surface of the arms. The specific agent is unknown. 
The disease occurs in epidemics, and often follows an out- 
break of measles or rotheln. It is undoubtedly carried by 

(1) Archives of Pediatrics, July, 1904. 

(2) Amer. Jour. Med. Sciences, Jan., 1905. 
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contagion, but it is not so contagious as are the other ex- 
anthemata. The age most commonly affected is between 
four and twelve years. The disease is essentially one of 
early childhood, affecting both sexes equally. It occurs most 
frequently in the spring and summer months. 

The period of incubation was found to be from six to 
fourteen days. The disease may be ushered in by a slight 
feeling of malaise, weakness, and sore throat, but in the 
majority of ca^es the first symptom noticed is the eruption. 
This is the most important and often the only symptom. 
It appears invariably on the external skin. No constant 
changes on the mucous membranes have been observed. A 
diagnostic feature of the disease is the character of the rash 
on the face, where it first makes its appearance. The cheeks 
are chiefly affected, and present a symmetrical rose-red ef- 
florescence. The skin is hot to the touch, and is swollen, 
but it is not at all sensitive and does not itch. The color 
disappears on^pressure, but quickly reappears. The whole 
appearance is suggestive of erysipelas. The eruption is con- 
fluent over the cheeks, and the edges are well-defined, 
slightly raised, and distinct from the normal skin, but it 
may gradually fade in to normal skin. The skin around 
the mouth appears pale in contrast with the livid hue of 
the cheeks. Discrete spots, varying in size from a pea to a 
hazelnut, are often seen on the forehead and chin. The 
rash fades from the face after four or five days. On about 
the second day the eruption makes its appearance on the 
body, where it is most marked on the outer surfaces of the 
arms and legs. The trunk is involved to a much less de- 
gree, and may be almost free, but in no case was the rash 
there so intense as on the face and extremities. On the 
extremities the exanthem is typical and characteristic. It 
is morbilliform in appearance, and not so deeply rose-red 
as on the face. The eruption presents frequently an almost 
geographically outlined contour, and in many cases it has. 
an appearance that is suggestive of lacework, especially as 
it begins to fade at the end of the disease. The trunk, as 
has been stated above, remains comparatively free from 
eruption, although a number of discrete spots, sometimes 
crescentic in form, may be seen sparsely scattered over the 
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chest and back. The rash is more macular than papular, 
and shows only a slight elevation, except on the face, where 
it is always raiseS. An evanescence is often observed which 
is perhaps peculiar to the disease. The rash will appar- 
ently have disappeared when some slight irritation to the 




Fig. 7. Erythema Infectiosum. 

skin, such as friction, exposure to cold, etc., will bring It 
out again in full bloom. The eruption is not followed by 
desquamation. It lasts from six to ten days, and does not 
leave any stains or markings such as are often seen after 
measles. 
The prognosis is absolutely favorable, and in none of the 
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epidemics have any complications or sequelae been ob- 
served. 
The disease most likely to be mistaken for erythema in- 




Fig. 8. Erythema Infectiosum. 



fectiosum is rotheln. In this disease prodromal symptoms 
are not uncommon, and the rash spreads rapidly over the 
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entire body, especially on the chest and back. It appears 
first in the form of small, discrete spots, somewhat larger 
than the punctate spots of scarlet fever, and smaller than 
the papular rash of the measles. The favorite seats of the 
rash on the face are the regions around the mouth, back of 
the ears, and on the forehead. The color of the eruption 
is pale pink. The lymph nodes, especially those of the post- 
cervical group, are invariably enlarged; and while there 
may be only a few constitutional symptoms, a temperature 
of 103° is not uncommon. The appearance, location, and 
spread of the rash in erythema inf ectiosum is entirely dif- 
ferent. The lymph nodes are not enlarged, and in only a 
small percentage of the reported , cases was any fever de- 
tected. 

Measles can be excluded by the absence of involvement* 
of the mucous membranes and of all constitutional symp- 
toms, as well as by the uniform absence of Koplik spots. 

Scarlet fever should present no difficulties. The throat* 
symptoms, the color, appearance, and location of the rash, 
and the constitutional symptoms, have nothing in common 
with erythema infectiosum. 

Erythema exudatum multiforme presents more similar- 
ity in name than in clinical features. In erythema exuda- 
tum multiforme the backs of the hands and feet are first 
affected, while in erythema infectiosum, the face is the first 
and most characteristic seat of the eruption. The rash of 
erythema exudatum multiforme is first macular, then papu- 
lar, and later vesicular. The disease lasts three or four 
weeks, and is generally accompanied by severe constitu- 
tional symptoms. It is never contagious, and often affects 
the same person more than once. 

Pit3rriasis rosea presents some similarities in the skin 
lesion, but it seldom affects the face, is never contagious, 
and runs a chronic course of from eight to ten weeks. 

Drug rashes, toxic and dyspeptic erythemas, can all be 
differentiated by the history. 
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SYPHILIS. 



George P. StilP draws attention to points of especial 
interest and importance in the matter of congenital 
syphilis. Most frequently the disease shows itself 
soon after birth ; 68 out of 77 of StilFs cases showed well- 
marked manifestations within the first three months of life; 
and 31 of these 58 presented characteristic symptoms be- 
fore the end of four weeks. 

The most common symptom is "snuflSes'* which was seen 
in about 70 per cent of the cases. There is, however, no 
symptom the diagnostic value of which may be so difficult 
to judge in any particular case as this coryza, because a 
simple coryza giving rise to obstructed respiration is com- 
mon enough in infants who have no taint of syphilis ; more- 
over adenoids are sometimes present in infants only a few 
weeks old and may be associated with running from the 
nose and snuflSing respiration; and there are idiots, par- 
ticularly those with small heads, microcephalic idiots and 
mongols, who, in consequence of the smallness of the naso- 
pharynx and their special proneness to catarrh, repeatedly 
suffer with snuflBes, although under no suspicion of syphilis. 

Almost as constant in their occurrence are the skin- 
affections ; 69 of these cases showed some characteristic skin 
eruption, almost always within the first three months. A 
noticeable feature is the mixture of specific and non-specific 
skin lesions, often present and easily misleading. 

Laryngitis, shown by a hoarse aphonic cry in an infant 
under three months of age, is always suggestive of syphilis ; 
it may occur after the child is several years old, but 
is usually an early symptom. 

An important and often early symptom of congenital 
syphilis is the acute epiphysitis which gives rise to the so- 
called "pseudo-paralysis^^ of the limbs, although it is doubt- 
ful whether in all these cases of "pseudo-paralysis" epiphy- 
sitis is present. It has been suggested that at times the 
symptoms are due to some lesions in the muscles or nerves, 
when as occasionally happens, there is well marked pseudo- 
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paralysis but no swelling or thickening about the epiphyses 
and it is difficult to definitely refer the tenderness to any 
one part of the limb. 

Of the bone-changes met in congenital syphilis among 
older children, perhaps, the commonest is a syphilitic peri- 
ostitis which causes the shaft to thicken. This symptom is 
frequently associated with the peculiar form of mental de^ 
generation which sometimes occurs in syphilitic children 
during the second half of childhood. 

The writer feels the rule that the kind of teeth charac- 
teristic of congenital syphilis are seen only in the perma- 
nent dentition and never in the temporary set has also its 
exceptions and cites an example. 

Joint-lesions are not rare in congenital syphilis ; a sym- 
metrical synovitis of the knees was present in three of the 
cases mentioned above, and in one of the three symmetrical 
synovitis of the ankles also. But more (Jbscure in its path- 
ology is a curious affection of the joints similar to osteo- 
arthritis. 

Of the visceral ^ symptoms of congenital syphilis, en- 
largement of the spleen is probably the most frequent. 

Attention has recently been drawn by G. Carpenter, 
Guthrie, Sutherland, and others to acute nephritis which 
may be one of the earliest manifestations of congenital 
syphilis. 

Orchitis is not a rare symptom and, easily detected, 
may be of value in confirming the diagnosis, for prob- 
ably in an infant under six weeks it is rarely due to any 
cause other than syphilis. 

A point of some practical importance is the relation of 
enlargement of lymphatic glands to congenital syphilis. 
To find many of the superficial glands slightly enlarged 
is not unusual but there is nothing in such a condition to 
distinguish it from the palpability of glands common 
among poorly nourished children, without obvious cause 
or taint of syphilis; but without doubt a considerable 
local enlargement of the glands, which might easily be 
mistaken for tubercular enlargement, occurs occasionally 
as a result of congenital syphilis and without any source 
of local irritation. 
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The writer is inclined to believe that the nervous sys- 
tem is more often affected by this disease than is usually 
stated. The frequency of syphilitic eye-changes is strik- 
ing, for they occur in at least 21 per cent of cases with or 
without other nervous manifestations. 

Treatment: Two points require consideration in the 
use of mercury for syphilis — the ^mode of administration 
and the length of treatment. 

The simplest and most convenient method in the large 
majority of cases is, to give mercury by the mouth as 
grey powder, in small doses. Half a grain three times a 
day with a grain of sod. bicarb, and two grains of pulv. 
cretse aromat. can as a rule be safely given to an infant a 
few weeks old without causing diarrhea and is often suf- 
ficient to cause a steady subsidence of symptoms. If 
there is a tendency to diarrhea, the combination of grey 
powder 1/8 to 1/2 grain of pulv. ipecac, co., according to 
the age of the infant, may be used. 

If rapidity of action is important, as in the severe 
cases, where an infant appears likely to succumb speed- 
ily to the intensity of the syphilitic virus, a combination 
of internal administration of grey powder with external 
administration by inunction of unguentum bydrargyri 
has seemed better than large or very frequent doses of 
the drug internally. A piece of the ointment, the size of 
"the tip of the little finger," or of "an average green 
pea," which corresponds roughly to 15 grains, should be 
rubbed over the abdomen or inside of the arm or thigh 
at night and left covered with a flannel bandage until 
the next morning, when it should be thoroughly washed 
off. 

The duration of treatment with mercury is a point on 
which opinion differs. Its continuance for at least six 
months and, if circumstances allow, for a whole year un- 
less all symptoms disappear after the first few weeks of 
treatment, seems the most satisfactory routine. 

Food is another matter to which reference must be 
made and the writer insists upon the vital importance 
of breast-feeding for the syphilitic infants. 

Not only infants but also older children with congeni- 
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tai syphilis are often so poorly nourished, pale, and ^^un- 
wholesome-looking," even when free from any definite 
manifestations of the disease, that good food and, per- 
haps, malt cold-liver oil, sea-air and good hygiene in 
general play no unimportant part in the treatment. 

Oltramare^ reports a case of acquired syphilis in a ten- 
year-old child who had been sent from school on account 
of alopecia and referred to the writer. The patient was 
' able to tell how the hair had fallen out in small, irregular 
and disseminated patches, as in syphilitic alopecia. Fur- 
ther inquiry disclosed the fact that there had been former 
generalized eruptions of papular ?ispect, while examina- 
tion of the condition presented revealed mucous patches 
and pigmentation of the neck. The alopecia was a syphil- 
itic manifestation, not diagnosed, on account of the pa- 
tient's age. Oltramare declared if in ten or fifteen years 
this patient should present the symptoms of tabes or of 
general paralysis, one would have been justified in con- 
sidering them non-specific had not the true diagnosis 
been so clearly made. 

Syphilitic Synovitis. Joint affections of early life as- 
sociated with congenital syphilis belong, according to 
G. H. Dunlop^, to two groups (1) synovitis subsequent to 
an epiphysitis; (2) primary synovitis, where there is a 
chronic effusion of one or more joints. 

The first form, syphilitic epiphysitis, develops rapidly 
and is accompanied by signs of great inflammation. It 
is the earliest manifestation of bone and joint disease 
and generally .occurs among young infants, the subjects 
of congenital syphilis. Although any of the joints may 
be involved in this process, the elbows, wrists, knees, and 
ankles are most generally affected. The arms suffer much 
more frequently than the legs and the distal joints 
oftener than the proximal ones. The affection is usually 
symmetrical but the tendency is for one joint to be much 
more seriously involved than the corresponding one on 
the other side of the body. The ends of the bones are 
thickened, the tissues covering them edematous, and the 

(1) Abst. in Medical Record. March 25. 1905. 

(2) Edinburgh Med. Journai, December. 1904. 
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joints contain fluid. Although usually there is consid- 
erable tenderness and, when the joints are touched the 
child cries, pain is not an invariable symptom and there 
may be considerable swelling with no obvious sensory dis- 
turbance. It is noticed that the infant does not use the 
affected limb, which hangs limp, useless, and immobile 
and if lifted and let go at once falls heavily, without re- 
sistance as if paralyzed. To this condition the name 
of "syphilitic pseudoparalysis" has been applied by Parrot.* 
When the epiphysis has become detached, there is un- 
natural mobility and dangling of the limb, but crepitus is 
seldom obtained. 

The prognosis is favorable, if treatment is adopted 
early and if only one joint is involved ; otherwise it is not 
so good. 

The clinical symptoms of the second variety of syphil- 
itic arthritis — ^the true chronic syphilitic synovitis — are 
characteristic. It is one of the late tertiary develop- 
ments common at between the eighth and fifteenth years, 
and although cases have been recorded as early as three 
and a half and as late as the nineteenth year. It devel- 
ops gradually and insidiously and is often discovered ac- 
cidentally, because it is not usually accompanied by pain 
and apart from the swelling gives no indication of its 
presence. One of the most remarkable characteristics of 
the joint effusion is its symmetrical distribution. Various 
joints may be involved spontaneously or consecutively, but 
in the majority of cases the knees are the joints impli- 
cated. Usually within a month or two after the effusion 
shows itself in the one knee, wrist, or ankle, the joint on 
the opposite side of the body becomes similarly involved. 
The interval varies from a few weeks to a couple of years 
but, on account of the insidious nature of the effusion, 
the commencement of the swelling of the second knee is 
as often overlooked as that of the joint first attacked. 
As a rule, one joint is much more swollen than the cor- 
responding one and the swelling is due principally to the 
synovial effusion which is sometimes rather extensive. Oc- 
casionally the synovial membrane seems thickened and 
the joint gives the impression of flaccid fluctuation but 
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is never tense. There is no heat in the joint, no redness 
of skin, no starting at night, no creaking in the joint, and 
no atrophy of muscle; the examination causes no tender- 
ness and the joint movements are free or at most slightly 
interfered with on passive movement; there is no dis- 
turbance of function and the patient simply complains of 
stiffness in attempting to move the joint. There is little 
or no pain, although a few times neuralgic pains at night 
have been reported. That these cases are frequently asso- 
ciated with other late symptoms of hereditary syphilis is 
noteworthy; keratitis accompanies or precedes the synovi- 
tis in about 75 per cent of the cases. Other stigmata fre- 
quent in connection with the synovitis are pegging, dwarf 
ing and notching of the permanent upper incisor teeth, 
absolute deafness in both ears without any history of 
previous ear trouble, and the presence of nodes on the 
long bones in the neighborhood of the joints, especially 
on the radius and ulna. The course of the arthritis is 
as chronic in its duration as the commencement is slow 
and insidious, the symptoms remaining for months and 
sometimes for years, unless suitable treatment is adopted. 
On the other hand, improvement occasionally takes place 
spontaneously and the eflEusion clears up in a month or 
two. Eelapses are exceedingly common and with each 
relapse the tendency is for other joints to be involved. 

As syphilitic synovitis is better understood, many cases 
previously classified as tuberculous, are recognized to 
have a specific origin. The main points in establishing 
the syphilitic nature of this affection are the bilateral ef- 
fusion into the knees, the absence of pain, and the small 
amount of functional disturbance. If it is further found 
that the synovitis is associated with other syphilitic stig- 
mata, and improves under anti-syphilitic treatment, the 
diagnosis is confirmed. 

The line of demarcation between syphilis and tubercle 
is sometimes difficult to draw, if not impossible, both clin- 
ically and pathologically. Many of these chronic joint 
affections, regarded as tuberculous, for a long time resist- 
ing treatment, and suddenly recovering spontaneously, 
are examples of syphilitic and not of tuberculous synovi- 
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tis. In each there is the same doughy elastic feeling with 
not a great deal of fluid in the joint. The multiplicity of 
the joints involved, the free movement of the joint, and 
the absence of pain and starting at night are in favor of 
syphilis and, if there are a syphilitic family history, evi- 
dences of periostitis and a past or present keratatis, 
the balance of testimony is against tuberculous. That 
there are never any destructive changes in the joint and 
that the process never ends in suppuration further point 
to syphilis. The difficulty is often overcome by the 
almost miraculous improvement under anti-syphilitic 
treatment. 

As a rule this form of synovitis is very responsive to 
treatment and complete recovery ensues when the patient 
is subjected to an anti-syphilitic regimen. Treatment by 
rest, counter-irritation, splints, and the ordinary meth- 
ods employed in simple synovitis appears to have little ef- 
fect upon the condition. The improvement is more rapid 
upon a combination of mercury and iodid of potassium 
than mercury alone. Now and then, there are cases 
which for many months resist all treatment and then 
suddenly recover. Often there is a tendency to the re- 
currence of the synovitis when the treatment is discon- 
tinued. 

DISEASES OF THE NEEVOUS SYSTEM. 

Cerebrospinal Hening^tis. Huber^ considers the salient 
features of cerebrospinal meningitis, based upon a study of 
100 cases, observed during the epidemic of 1904. 

In the first case coming under observation, and in but 
two others, a history of prodromal period was obtained. 
There were malaise, headache, loss of appetite, pains in the 
bones, chilliness and slight rise of temperature. 

The invasion in the others was sudden; in many, the 
exact hour was given. Two or more of the following symp- 
toms were noted : chills or chilly feelings, fever, convulsive 
movements or general convulsions, twitchings of a group 
of muscles of a limb, vomiting, headache, pain and tender- 



(1) Archives of Pediatrics, February, 1905. 
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Bess of the muscles with rigidity of the back of the neck, 
irregular pains in the joints or other parts of the body, 
nasal catarrh or conjunctivitis, restlessness, sleeplessness, 
active or passive delirium, prostration, peculiar pallor with 
sunken eyes, apathy, stupor, or even coma. 

The initial symptoms do not, as a rule, indicate the sub- 
sequent course. Cases beginning with high temperatures, 
coma and other evidences of intense infection, recovered in 
a short time and left the hospital in a fortnight. On the 
other hand, a comparatively mild onset was often followed 
by a prolonged convalescence or a fatal termination. 

Chilly feelings were common early symptoms in children 
three to four years of age. Later on in the disease chills 
and chilly sensations occurred at irregular intervals in 
many cases. 

Pain in the head (mostly frontal, at other times oc- 
cipital, parietal, or general), was a constant and distress- 
ing symptom. Pain or tenderness and retraction of the 
posterior cervical muscles (in mild cases a resistance to 
the forward movement without interfering with rotations) 
was an early and pathoghomonic sign. In severe cases the 
vertebral muscles were involved, causing orthotonus more 
commonly than opisthotonus. 

*^The usual position of the patient in bed, in a typical 
case, is with the head thrown back, the thighs and legs 
flexed, with or without forward arching of the spine. The 
muscular retraction and rigidity continue from three to 
five weeks, more or less, and abate gradually ; occasionally 
they continue much longer." (J. Lewis Smith.) 

Any attempt to move the contracted muscles induced 
severe pain. To develop Kernig's sign (present some time 
or other in nearly all cases) was painful and increased the 
restlessness in many instances. Pain along the spinal 
nerves, changing from one part to another, was frequently 
observed, as was hyperesthesia of the skin. The abdominal 
pain was very severe and gave rise to a good deal of com- 
plaint. Later on insensibility and numbness followed the 
hyperesthesia and painful stage. 

General convulsions were common in children at the 
onset, and later on in severe or fatal cases. Localized (con- 
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vulsive) seizures were noticed about the face in particular; 
less often one extremity or one-half of the body was in- 
volved. In several there was difficulty in deglutition, 
which, however, was of short duration, disappearing within 
36 to 48 hours, and probably due to muscular paresis. 
Strabismus, ptosis and loss of power of the sphincters of 
the bladder and rectum, with incontinence of urine and 
feces, were frequent. Monoplegia and hemiplegia have 
been observed. 

Conjunctivitis and otitis (catarrhal or suppurative) were 
common ; also serious affection of the eyes, of the internal 
structures of the ear, with loss or impairment of sight or 
hearing, which may have been occasioned by central causes 
in the brain or special nerves. 

Photophobia and contracted pupils, present in the early 
stages, were followed by dilatation and absence of pupil re- . 
flex in the later stages, with the increase in the intracranial 
pressure. Inequality of the pupils, feeble response to light 
were frequent. Ifystagmus was fairly common. 

Restlessness, sleeplessness, delirium, apathy, tremors, 
stupor and coma occurred early or late, or were present to a 
greater or less extent throughout the progress of the 
disease. 

The nervous manifestations were either mild, or pro- 
nounced and violent, necessitating restraint at times. De- 
lirium was either mild or violent and associated with ex- 
treme restlessness and irritability. Coma sometimes per- 
sisted for a long time, sometimes it was followed by com- 
plete recovery or some improvement succeeded by a 
relapse; these phases at times were repeated again and 
again, until death took place. 

Vomiting, as an initial symptom, was rarely absent. The 
appetite was generally poor, the tongue more or less coated, 
now and then covered with a thick white fur. At times 
sordes covered the teeth and tongue, which infrequently 
was bright red or glazed. The bowels were generally con- 
stipated. 

Breathing was but moderately accelerated. Cheyne- 
Stokes and sighing respiration were present at times. 

The pulse was slow, as a rule, in adults ; in children, on 
the contrary, it was extremely rapid. The characteristics 
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of the pulse observed in tuberculous meningitis were not 
found in the acute forms of cerebrospinal meningitis. 

There was nothing pathognomonic about the fever; the 
temperature varied within wide limits. A case running a 
low grade was often as dangerous as one with a consider- 
able elevation. The temperature was often irregular; re- 
missions and recrudescences were of frequent occurrence. 
No prognostic value could be attached to sudden drops. 
Subnormal temperatures were frequent in chronic cases. 

Skin eruptions were observed in a fairly large number 
of patients. A more or less diffuse mottling appeared on 
the face and other parts. It was noticed particularly about 
the ears, forearm, hand and lower extremities. At the out- 
set, the skin was of a peculiar ashy pallor, with dark cir- 
cles about the eyes. 

In restless patients, the integument on the exposed parts, 
elbows, trochanters, etc., was covered with minute puncta, 
more or less diffuse, resembling superficial abrasions. In 
others, parallel hemorrhagic streaks, due to scratching with 
the fingernails were found. 

PetechiaB occurred early, and were noted in about one- 
third of the patients. Ecchymotic spots and purpuric 
plaques were seen in the severe type and fulminant cases. 

Herpes upon the lips, alae nasi, cheeks, auricular and 
postauricular region occurred frequently about the third or 
fourth day. 

Blood examinations were made in nearly all cases. 
Leukocytosis, principally of the polymorphonuclear cells, 
varying from 18,000 to 40,000, was found. The condition 
persisted even in the protracted cases. In 3 cases numer- 
ous lymphocytes were detected. 

Complications such as- nasal catarrh, conjunctivitis and 
otitis occurred frequently ; bronchitis and pneumonia occa- 
sionally; pleurisy, pericarditis, or endocarditis not at all. 
Cervical adenitis without suppuration was seen a number 
of times. Chronic hydrocephalus, blindness, loss of hear- 
ing or speech, various degrees of mental impairment and 
different forms of paralysis were met as sequelae. 

Cases of chronic hydrocephalus were quite frequent and 
were characterized by periods of improvement, followed by 
a return of the unfavorable symptoms. Progressive emacia- 
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tion, sometimes quite rapid, irregular .-emperature, alter- 
nating coma and delirium, incontinence of urine and feces 
during the relapse, spells of vomiting, dilated pupils, 
marked retraction of the abdomen were the prominent symp- 
toms. In addition, headache (paroxysmal in character) 
and occasional convulsions were observed in several cases. 

Treatment meets with but indiflferent success, for the 
actual cause of the disease has not been discovered. 

The strength of the patients must be kept up by proper 
nourishment and careful, skilled nursing. This is of the 
utmost importance, particularly in the protracted cases. 

The symptoms must be treated as they arise. Whenever 
possible the patient should be isolated. Rest and quiet, for 
both the mind and body, are essential. 

Potassium or sodium iodid, given either from the incep- 
tion of the attack, or not until a later stage, has been advo- 
cated by various authorities. In the Medical Review of 
Reviews (May 25, 1904) the use of the iodids is insisted 
upon. The assertion is made that under their continued 
administration all the products of inflammation finally dis- 
appear, the mortality being small. In one of our large hos- 
pitals, the plan was given a thorough trial. The remedy 
was used in increasing doses over long periods. Blindness 
and deafness persisted in some cases that recovered. The 
fatality was about the same. Ergot has its ardent sup- 
porters. Morphia, codeia or opium are of material benefit 
in controlling the pains, restlessness, etc. In severe cases 
morphia hypodermically, is absolutely necessary. Bromids 
have been employed for a similar purpose. Hot packs or 
baths (at 90°, 95° or 98°), with or without mustard, re- 
lieve the irritabilfty and restlessness, and frequently pro- 
mote a quiet sleep. The muscular spasms, retraction of the 
head and general rigidity are greatly lessened by the bath. 
Leeches in many instances had been applied without ma- 
terial benefit. 

Phenacetin in small doses, repeated at intervals, relieved 
headache and pain. Ice-bags to the head, and, in some 
cases to the spine, were resorted to as a routine measure. 
Ointments (Cred6, mercurial, etc.) were employed without 
any appreciable effect. 
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Lumbar puncture was resorted to in quite a number 
of eases. The results were disappointing from a thera- 
peutic point of view. As the result 6t a wide and varied 
experience, the writer is forced to take a conservative view, 
and endorses fully the position taken by Jacobi. 

Posterior-Basic Heningitis. There are, according to 
Koplik^s interpretation, two forms of basic meningitis: 
The first corresponds to the type described by Still, in 
which a primary inflammation of the meninges is caused 
by the diplococcus intracellularis of Weichselbaum, occur- 
ring among older children, and the second, whose symp- 
toms in no way resemble those of the cases described by 
Still or this paper. 

During the recent epidemic of cerebrospinal meningitis 
in New York, Koplik^ observed eight instiances of the first 
form, six among children under two years of age corre- 
sponding typically to Still's description. The children 
were suddenly seized with fever and vomiting, which was 
followed by rigidity of the neck, in some cases by con- 
vulsions and supplemented by the so-called cervical opistho- 
tonos. As the disease developed the child became emaciated 
and lay quiet, seldom crying out. The head was retracted, 
there was marked or slight opisthotonos, the upper and 
lower extremities were adducted, the forearm flexed on the 
arm, the thighs flexed on the abdomen, and both wrists 
and fingers flexed. In some cases the upper extremities ap- 
peared as in tetany; in others the lower extremities were 
extended and could not be bent, although the upper ones 
would be strongly flexed. In the extended position the 
lower- extremities could not be flexed at the knees or the 
thighs. The foot was strongly extended on the leg and the 
toes flexed into the plantar surface of the foot as in tetany. 
Sometimes the body would be curved backwaTd, the head 
assuming an angle of almost 90 degrees with the spinal col- 
umn. At times this opisthotonos and tetanus would relax and 
the spastic phenomenon would not be so apparent. If the 
back were rubbed or the patient disturbed in any way he 
would again assume a position of extreme opisthotonos. 
Besides all this, there was sometimes a tendency to cross the 

(1) Amer. Joarn. Med. Sciences, February, 1905. 
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legs, or there were purposeless movements of the upper ex- 
tremities in a sort of are before the face. The f ontanelles, if 
still open, were bulging and the sutures, if hydrocephalus 
supervened, were pressed apart by fluid accumulating in 
the ventricles. Once spasmodic contraction of the muscles 
of respiration caused a peculiar hissing sound in the larynx 
and an extreme bulging of the thorax. Strabismns was not 
always present. There was no pulsation to the bulging f on- 
tanelles above described. As a rule, the lungs, heart, liver 
and spleen presented nothing positive. In all cases the. 
emaciation was so extreme that the abdomen was retracted 
or rigid. The temperature in cases of long duration, would 
not range above the normal until close to the final issue. 
Among children under two years of age there was generally 
no optic neuritis as in tuberculous meningitis, where there 
usually are changes in the fundus. Lumbar puncture, the 
results of which are especially interesting, is not always 
successful in evacuating fluid. In four cases the meningo- 
coccus was found in the fluid ; in one, which was chronic, 
the fluid was sterile. Cytology of the fluid revealed poly- 
nuclear leucocytes in the acute cases, mononuclear in the 
chronic case. 

The post-mortem examination of a five-year-old boy re- 
vealed a typical meningitis of the Still type, due to strepto- 
coccus infection. There had been no retraction of the head ; 
in fact, the signs of meningitis were almost equivocal — 
only slight rigidity of the head, increasing stupidity, a 
Kemig sign, tache cerebraie and facial paralysis. Basic 
meningitis, then, may occur later without the symptoms 
characteristic of the infantile phase. These cases may be 
complicated by pneumonia or secondary to it. 

E. Waitzfelder* treated seventeen cases of cerebrospinal 
meningitis with diphtheria antitoxin; five patients com- 
pletely recovered ; three died and nine are still under ob- 
servation, of whom five give promise of a speedy recovery 
and four are seriously ill. 

Most of the cases were severe in their onset, with evi- 
dence of profound constitutional infection, and just this 
kind responded best to the antitoxin treatment; within two 

(1) Medical Record, March 11, 1905. 
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days delirium or coma abated or disappearedj the pulse 
and temperature became more nearly normal, the tongue 
more moist, and general improvement of all the symptoms 
was manifest. In no case was consciousness absent after 
three days. The dose injected under the scapula on alter- 
nate days was 6,000 units to children under 5 years, 8,000 
units to those between 5 and 12, and 10,000 units to adults. 
The author regards a larger dose necessary than is usually 
given in diphtheria, and it should be repeated daily until 
urgent symptoms abate (not to the exclusion of lumbar 
puncture, which should be made for symptoms indicating 
cerebrospinal pressure). With the subsidence of delirium 
or coma, a lessening of the rigidity of the neck, of head- 
ache and photophobia, it is advisable that the amount of 
antitoxin be diminished, but its use should be continued at 
longer intervals until all central nervous symptoms cease. 

Waitzfelder's experiments have been entirely clinical, but 
^uflBciently encouraging to warrant a continuance of the 
treatment. Without doubt there has been a diminution of 
mortality and, so far as observation goes, an absence of 
sequelae. Others have tried the antitoxin treatment and 
found no encouragement in the results. 

Fischer* gives the following general course of treatment 
of this condition : 

Dietetic: The patient must be fed in order to sustain 
life. Gavage may be resorted to. Light nutritious foods, 
such as. whey, white of egg, soups and broths should be 
given at regular three or four hour intervals. When there 
is gastric irritability, peptonized milk or peptonized yolk 
of an egg should be given per rectum. 

Fever: The room should be kept at a temperature of 
68 -70** F. If the fever is high, shave the head and apply 
an ice-bag to the head and one to the nape of the neck. A 
mustard footbath will relieve the cerebral symptoms in 
some cases. Tub baths of tepid water, cold packs, or ice 
coils may be tried. 

Medication : For restlessness the author recommends the 
hypodermic administration of morphin sulphate, gr. 1/30 
(2 mg.), repeated three times a day, or oftener if required. 

W Medicftl Record, Aa«p. 13. 1904, 
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In some cases^ five or ten drops of the spirits of chloroform, 
given with the food every three or four hours, is beneficial. 
A ten-grain dose of the bromid of sodium may be given 
every three or four hours until the cerebral symptoms are 
modified. Hyoscyamin tablets of 1/100 of a grain are use- 
ful when there is active delirium. Suppositories contain- 
ing the following may be given : 

l^. Chloralamid gr. x 65 , 

Ext. belladonnaB gr. i 008 

M. Ft. suppos. No. i Sig: Use to promote quiet or 
sleep. 

If stimulants are required, the tincture of musk or 
black coflfee, or the hypodermic injections of cam- 
phorated oil, are recommended. The inunction of 
silver ointment along the spine, at least fifteen 
minutes at a time, may be tried and repeated several 
times a day. Potassium or sodium iodid 15 to 60 gr. (1 to 
4 gms.), or even more daily may be tried. Mercurial oint- 
ment rubbed into the scalp and nape of the neck was used 
on one patient who recovered. 

From Koplik's discussion^ of lumbar puncture, we may 
draw the following conclusions : 

1. It is not curative, nor can it prevent relapses. 

2. The temperature is not a guide as to the eflScacy of 
the procedure. 

3. Since it certainly relieves symptoms of pressure, lum- 
bar puncture is indicated when the irritability is great and 
headache is severe. 

4. It is also indicated if rigors are present; the with- 
drawal of the purulent fluid will give the same relief as 
when withdrawn from any other cavity. 

5. In cases of rigidity, even of opisthotonos (basal 
meningitis) the lumbar puncture often fails. 

6. The procedures of injecting chemicals or antiseptic 
fluids have not lessened the mortality. 

7. If the fluid is thick and purulent, and flows slowly 
from the canula, the prognosis is grave. If the fluid is 
cloudy or shows a straw color, the prognosis is encouraging. 

8. It is probable that lumbar puncture aids materially 



(I) MeaiCftl News, June 4, 1904t 
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in preventing certain complications, such as hydrocephalus, 
which is very serious. 

Method : The method used is that advocated by Quincke. 
The author has never had an accident of any consequence. 
If he is unsuccessful, and obtains what is known as the "dry 
tap," he repeats the puncture in another place, but only 
once. When hemorrhage occurred no ill effects followed. 
Quincke believes that the hemorrhage is due to the puncture 
of a vein in the subdural space. 

Number of Punctures : There is no set rule. If the tem- 
perature remains low, and the irritability and headache are 
not marked, it is well to wait. If there is a subsequent 
rise of temperature another puncture may be made, but 
not oftener than once in four or five days. 

Quantity of Fluid Withdrawn: This varies; in some 
cases the fluid flows very rapidly from the canula, is clear 
or very slightly turbid, and in a short space of time 60 to 
70 c.c. withdrawn before there is a relief of tension, which 
is judged chiefly by the rapidity with which the fluid flows 
from the canula. If the fluid drops slowly, rarely more 
than 30 c.c. are drawn. 

Nervous School-CliildreiL, C. C. Krauskopf,* assistant 
supervisor of the child study department' of public schools 
of Chicago, has prepared statistics which show that one-^ 
third of the school-children of that city are afflicted with 
some form of nervousness, mild or aggravated. Some of 
the pupils he examined gave signs of mental depression 
with a marked tendency to melancholia, others choreic 
symptoms. Making his deductions from statistics collected 
in every part of the city, he attributes the prevalence of 
nervous disorders among children to the following causes : 
Strenuous city life ; impure city atmosphere ; the bringing 
up of children in flats with no relief from noise, day or 
night ; residence along cable and trolley car lines ; lack of 
proper nutrition ; late hours permitted by parents. 

Undoubtedly a large part of the nervousness of school- 
children is due to the peculiar conditions imposed by life 
in the city; from the hour he awakens until he goes to 
sleep, the average resident of almost any of the larger cities 

(1) Editorial, Medical Record, Sept. 17, 1904. 
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in this country sufiEers a severe strain upon his nervous 
strength and the process continues even when the victim is 
least conscious of it. Another factor in the depreciation 
of nervous health is found in the fact that in many homes 
the best and most nourishing foods are omitted from the 
daily bill of fare or are improperly cooked. Add to these 
hurtful influences a hard mental application required in the 
school-room, in an atmosphere often vitiated, amid the in- 
cessant rustle caused by the presence of many restive chil- 
dren, and you have conditions, Krauskopf believes, admira- 
bly adapted to produce a population of nervous dyspeptics. 
School authorities and parents must recognize the obvious 
need of improving conditions both in the homes and in the 
schools, for they cannot fail to appreciate the fact that no 
amount of learning can fit children for the duties of life 
if they reach maturity with poor health and disordered 
nerves. 

XaoEwen's Sign in Heningitis and Cerebral Disease of 
Children. Koplik^ has tried to simplify a very useful sign 
of MacEwen in application to infants and children. Mac- 
Ewen's sign is the finding by percussion of a tympanitic 
note over the pterion, the base of the frontal bone, and the 
squamous portion of the parietal bone, that is, over the 
situation of the horn of the ventricle; but this is not so 
useful below the a^e of two years as after, when bones are 
fully formed and the sutures closed. In some infants, with 
evident signs of rachitis, the tympanitic note is present to a 
marked degree and, when the fontanels are large, may be 
obtained without the least difficulty. The note is due to 
the excess of fluid in the ventricles, as MacEwen expects, 
when there occurs a mild degree of serous accumulation in 
the brain cavities, or hydrocephalus. 

Among children above the age of two years the Mac- 
Ewen sign is especially useful in such forms of cerebral 
disease, as are marked by an accumulation of fluid in the 
ventricles, as with tumor of the brain and pachymeningitis. 
In tuberculous meningitis Koplik has found the note in- 
creasing in resonance from the early stages of the disease 

(1) ArcliiTe9 of Pediatrics, September, 1904. 
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to that period during which there is a large accumulation 
in the ventricle. 

In cerebral meningitis, and those forms of suppuration, 
in which there is an accumulation of fluid not only in the 
subarachnoid space but over the external portion of the 
brain and cerebellum, the note elicited by percussion is dull, 
the tympany fails to appear. The failure to obtain in these 
cases the tympanitic note of MacEwen is due to the fact 
that in the suppurative forms of meningitis there is a thin 
layer of exudate between the dura and the pia mater, which 
makes the brain substance and the skull cap a continuous 
medium, as in pleurisy. Indeed, in the tuberculous form * 
of meningitis, this acute accumulation of serous fluid in the 
ventricles gives the MacEwen sign, compared with which 
the note obtained in other forms of meningitis is dull, a 
fact most significant in differentiating the two. 

The MacEwen sign, to conclude, must be accepted with 
great caution in cases of infants below two years of age. 
It is one of the most useful signs oJ fluid in the lateral 
ventricles of the brain in various forms of meningitis, espe- 
cially of the tuberculous type, and in tumors at the base 
of the brain. When this sign is sought, the patient must 
assume the sitting posture, as MacEwen directs, because 
otherwise error is inevitable. 

Chorea. Treatment. M. A. Zaussailoff^ has treated with 
salicylates a number of choreic children between the ages 
of three and twelve years among whom the rheumatic dia- 
thesis was entirely excluded. The remedy was prescribed 
thus: Sodium salicylate, 4.0; syrup, 20.0; water 120.0. 
Sig: Dessertspoonful three to four times daily. 

The effect was striking in all cases, the improvement 
steady and rapid, even among those most benefited by other 
treatment. 

In some cases the author administers arsenic with salicy- 
late. 

Hollopeter^ emphasizes the value of the prolonged warm 
hath in shortening the attacks of chorea, and follows this 
method of administering it : The child is placed in a bath 

(1) Wratchebnaja Gazeta, 1904, Mo. 6; Abst. in Arch. •! Pedi- 
atrics. November, 1904. 

<2) Journal Am. Med. Assoc, Pec. 31, 1904, 
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at a temperature which will give no shock or surprise, 90** 
to 98°, according to individual peculiarities, and so cooled 
afterward as to be soothing to the whole cutaneous surface. 
It is often advantageous to wash the face before putting 
the child in the bath. He may be entertained by putting 
some plaything or floating toy in the water, when the at- 
tendant's duty will consist merely in avoiding draughts, in 
maintaining the temperature high enough (from 90° to 
96°) not to give the patient anv immediate or secondary 
shock, and in keeping the whole body except the head and 
neck immersed for one or two hours ; the last ten minutes 
can be properly devoted to a gentle superficial massage of 
the arms, legs and trunk, when the child will be tired 
enough for a nap. This should be done twice a day. 

The writer has treated probably '40 to 50 cases by means 
of the prolonged bath, with the effect of shortening the at- 
tacks from 3 months to 6 weeks. 

In an unusually severe case of chorea in a girl of fifteen 
years M. G. TuU^ gave the usual remedies, including 
arsenic, without avail. Finally apomorphin, 1/40 grain, 
was injected hypodermically, and within three minutes the 
incessant motion had ceased, the muscles were relaxed, and 
the child slept peacefully and quietly. The author ordered 
1/20 gr. by the mouth every three hours with the arsenic 
continued as before. At no time was there any sign of nausea 
or vomiting. The result was all that could be desired ; a 
steady, gradual improvement with no return of the severer 
sjrmptoms. Ten days later the patient was able to go to 
the seashore, where she remained entirely well. 

Infantile Paralysis. E. B. Wade^ reports 34 cases in the 
first recorded epidemic of infantile paralysis in Sydney, 
which occurred during two of the summer months. Of the 
34 patients, 16 were males. The ages ranged between 13 
months and 7 years, nearly half of the patients being be- 
tween 18 and 30 months. The attack began suddenly with 
anorexia, fever and vomiting; fever was not severe and 
persisted from four to ten days. The most prominent 
symptom was pain in the affected limbs; tenderness was 
also marked in the muscles involved and lasted from three 

(1) New York and Phlla. Medical Journal, March 11, 1906. 

(2) AustralaslasL Medical Gazette, July 20, 1904. 
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weeks to two months. Paralysis appeared at any time from 
the beginning of the attack to the fourteenth day. The 
muscles of the limbs, involved in all cases, belonged to 
the extensor groups and were the trapezius, supra — and in- 
fraspinatus, deltoid, triceps, and extensors of the fingers 
in the upper limb, and in the lower, the quadriceps, 
peronei, and extensors of the foot. The affected muscles 
became limp and flabby, without wasting to an appreciable 
extent. Recovery to a certain degree was the rule, although 
in every case there were some muscles or groups of muscles 
that showed no indication of it. The superficial skin re- 
flexes and the knee-jerks were present or not, according 
to the affection of their corresponding muscle. Kernig's 
sign was present in three cases. During the acute attack 
the chief diagnostic point was found to be tenderness of 
the muscles; paralysis was distinguished from multiple 
neuritis by its acute onset, lack of symmetry and perma- 
nence. 

In looking over the literature of infantile paralysis, W. 
B. Cornell^ finds so few cases of residual paralysis of the 
abdominal muscles as to justify the conclusion that such 
a, condition is rare. 

His case is as follows: Male: aged 21 months. The 
child was said to be healthy until present attack. Two 
weeks previous to admission, or about July 23, he had an 
attack of fever lasting three days. During this time the 
child slept almost constantly. Afterwards it was noticed 
that he could not sit or stand, and that the right arm 
and left leg were paralyzed. By August 9 the movements 
had returned to both affected members, to the hand in a 
less degree. By August 20 the child could walk, using both 
arm and leg fairly well. No note was made on the condi- 
tion of the abdomen prior to September 15, when the 
paralysis was first noticed. There must have been asym- 
metry from the first, which became more apparent as the 
muscles grew flaccid and atrophic. On September 25 there 
were no visible signs of paralysis in arms or legs except 
that the left arm seemed slightly smaller and measured at 
its middle point 0.5 cm. less than the right. The infant 

(1) Johns Hopkins Hospital Bulletin, January, 1905. 
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walked well, but favored the right leg somewhat, rotating 
it outward so as to step off the inner side of the foot. 

In dorsal decubitus the abdomen was full, but was more 
prominent on the right. Abdominal skin reflex was present 
on the left, absent on the right. Umbilicus was in mid- 
line. As the child cried and raised the intra-abdominal 
pressure, the right side ballooned out very markedly. On 
palpation the muscles could be felt to contract under the 
hand on the left, but not on the right side. In the erect 
position the conditions were intensified. The left side of 
the abdomen was seen to be quite prominent. The asym- 
metry was much more evident in this position, and as the 
child cried the right side ballooned out to the full limit 
of the flaccid and paralyzed wall. The paralyzed muscles 
were the obliquus, the transversalis, and half of the rectus 
abdominis on the right. 
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POTT'S DISEASE. 

Henry Ling Taylor* calls attention to the remarkable 
fact, considering the vast numbers of cases of Potf s dis- 
ease which have been treated during a series of years in 
our public clinics, that no definite reports of the ultimate 
results in unselected cases appear to exist. It is certainly 
desirable that surgeons should have an exact idea of what 
is being accomplished in an affection upon which so much 
time, thought and effort are being expended. 

Two years ago Taylor reported on the "ultimate'' re- 
sults in 40 cases taken from the private practice of his 
father and himself. The same requirements that obtained 
in the former report were made for these charity cases. 
Out of 1,200 cases recorded at the Hospital for Ruptured 
and Crippled in New York from 1888 to 1894 only eleven 
cases were to be found fulfilling the requirements. 

The periods covered by the notes and patterns in the 
eleven cases varied from ten to fourteen years. Every case 
was treated by mechanical support, and usually by fixed 
plaster of paris jackets for from four to eight years, after 
which, if the patient was considered free from active dis- 
ease, a laced plaster of paris corset was usually substituted. 
In the upper dorsal and cervical regions a jury mast was 
added. One case was treated by the Taylor brace, and one 
by the Knight brace throughout;- in several the Knight 
brace was used in the later stages. The jackets were ap- 
plied by the house staff, and varied somewhat with the 
changing personnel. They were changed every ten to 
twelve weeks, unless the patient absented himself, contrary 
to orders. Patterns were taken with the lead tape and 
transferred directly to the pages of the histories by pencil 
in the usual way, the patient being in the prone position. 

The eleven patients of this group varied from two to 

(1) nTy. and Phila. Med. Jour., Dec. 10, 1904. 
191 



Digitized 



by Google 



192 ORTHOPEDIC SURGEEY. 

eight years of age ; six were three years of age or less. In 
no case had the symptoms attracted attention for more than 
one year; in seven, the duration was given as six months 
or less. In other words, these were young and beginning 
cases. In most instances the general condition when first 
observed was good or fair, and the deformity slight or mod- 
erate. Three had complicating bone disease. Two had 
spinal abscesses, one of which receded without opening. Id 
none was paraplegia noted. 

In many instances the notes are defective as to the exact 
condition of the patient after the ten-year period, but all 
but one or two were still under treatment and wearing sup- 
port of some kind, either a plaster jacket, corset, or brace, 
at the time of the last note. Of the cases which had left 
off support, one relapsed after a fall ; in two, support was 
reapplied after a year or two, owing to pains, and but one 
was known to be cured, having been without support dur- 
ing eight years. 

In every case but one the final result showed a considera- 
ble increase in deformity ; in this after an initial increase 
there was a final decrease and practical obliteration of all 
deformity. 

In one or two instances a preliminary gain was followed 
by a marked increase. The results as to deformity may be 
summarized as follows: Good 1, fair 5, poor 5. The 
result in all cases but one was a marked kyphosis, and in 
about half the cases a large and disfiguring kyphosis. 

This group of cases is far too small to be more than sug- 
gestive, nor is it perhaps quite fair as an indication of 
average results, for, while the worst cases, those proving 
fatal within a few years are excluded, so also are the best 
cases, cured within a few years, of which I have observed a 
considerable number, some with excellent results as to de- 
formity. At the same time it bears out the writer^s general 
impression that while the ordinary jacket treatment in dis- 
pensaries affords great relief and is productive of much 
benefit, it is not usually able quickly to arrest the disease 
or to prevent very serious and disfiguring deformity even 
in young patients seen in the first few months of disease, 
and in otherwise good condition ; and also that the results 
obtained are far inferior to those in private practice. But 
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one of the eleven cases at the end of ten to fourteen years' 
treatment could fairly be said to be cured, though all had 
been relieved, and the disease was quiescent in most. 

E. W. Taylor^ reports a case of Pott's disease of rapid 
onset in a man over 40 years old, otherwise non-tubercu- 
lous. There was an early development of motor paraplegia, 
and later on sensory symptoms. The paralysis was e^reme, 
though the spinal kyphosis was slight. There was unques- 
tioned improvement under treatment by extension; the 
man finally, after some several years, died. The autopsy 
showed: Chronic adhesive pleuritis; edema of the lungs; 
hypostatic congestion of the lungs ; amyloid infiltration of 
the spleen; focal necrosis of the liver; chronic nephritis; 
tubercular pyelonephritis; amyloid infiltration of the kid- 
neys ; dilatation of the ureters ; chronic cystitis ; tubercu- 
losis of the prostate ; tuberculosis of the epididymis ; fistula 
of the urethra; tuberculosis of the spine; tuberculosis of 
the aortic lymph nodes. 

The body of the eleventh dorsal vertebra was completely 
disintegrated, and the neighboring vertebrae to a less ex- 
tent; the lumen of the spinal canal was constricted, with 
widespread degeneration and deformity of the cord at the 
level of the 11th vertebra, but no intradural tuberculosis. 

Finally, the question of prognosis is naturally of great 
importance, as studied from the standpoint of the patho- 
logic changes. That Potf s disease of the type seen fifteen 
or twenty years ago is now a comparatively rare affection 
will at once be acknowledged. Mechanical methods of 
treatment have been chiefly responsible for this change. 
Extreme degrees of interference with cord functions may 
now be practically cured by attention directed to a relief 
of pressure in the broad sense. Cases taken early in their 
course are therefore remediable, in spite often of very high 
degrees of spasticity; if taken too late, however, after 
actual cord lesions have developed, the chance for recovery 
is essentially the same as in any other destructive cord 
aflfection. Even in such cases, improvement of very con- 
siderable degree may take place, as demonstrated by the 
instance here reported. Operative measures, laminectomy, 
have of late years not been attempted. If the case be in an 

(1) Bostoh Medical and Surgical Journal, Dec. 1, 1904. 
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early stage, operation is not necessary, and if in a late 
stage, it is unavailing. The immediate source of the dis- 




Fig. 9. Taylor's Case of Pott's Disease. 

turbance, ventral to the cord, cannot be reached, and the 
mere removal of dorsal pressure could only in the rarest 
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instances be efBcacious. The case here reported could in no 
way have been relieved by laminectomy, whereas it was very 
materially benefited by systematic stretching and manipu- 
lations extended over a long period. 

LATERAL CURVATURE. 

E. H. Bradford^ recommends fixed plaster jackets, fre- 
quently applied, and applied while as much force as can 
be borne is exerted to correct the deformity, for all severe 
and moderately severe deformities. These fixed jackets are 
discontinued when a reasonable amount of correction has 
been had, and then a removable jacket or corset of plaster, 
celluloid, or leather is applied and daily exercises are given 
to develop and strengthen the body muscles. In slight 
cases only the exercises are required. In the discussion 
of the paper Brackett said that their experience at the Chil- 
dren's Hospital had been that the slight cases improve sat- 
isfactorily; the moderately severe and severe cases some- 
times improve, sometimes remain stationary and sometimes 
grow rather worse. 

OSTEOARTHRITIS. 

H. F. StolP reports a case of osteoarthritis of the spine 
in which relief from pain and disability was had from the 
use of a plaster jacket. The spinal rigidity was not im- 
proved^ 

CON-GENITAL DISLOCATION OF THE HIP. 

E. H. Bradford, R. W. Lovett, E. G. Brackett, A. Thorn- 
dike and J. Dane' report on 144 cases observed at the Bos- 
ton Children's Hospital, 128 having been treated there in 
a variety of ways. The record of the hospital is an un- 
usual one, as the study of the treatment of this affection 
has been a continued one in this institution from the time 
of the first attempts in this country in treating this de- 
formity until the present, when the reduction has become 



(1) Boston Med. and Surer. Journal, Nov. 3, 1904. 

(2) N. Y. and Phila. Med. Journal. March. 25, 1905. 

(3) Boston Med. and Surg. Jour., July 28, 1904. 
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an accepted procedure in surgical practice. The staflE of 
tlie hospital has had the benefit of consultations with that 
pioneer investigator, Buckminster Brown, of Boston, and 
also with Abner Post, who was the first to attempt manipu- 
lative reduction of a congenitally dislocated hip under an 
anesthetic, with Professor Hoffa, of Berlin^ and Professor 
Ijorenz, of Vienna, both of whom performed operations ac- 
cording to their different methods. The first attempt at 
treatment of this affection by operative incision in this 
country was made at the Children's Hospital by Burrell, 
and the first case treated in this country by manipulative 
method, now known as the Lorehz method, was at the hos- 
pital by Dane. The pathologic anatomy of the affection 
has been studied by Councilman and Nichols, Soutter and 
Robinson, with reports upon the pathologic specimens ob- 
tained at the hospital in an epidemic of scarlet fever and 
diphtheria. Valuable specimens have been placed at the 
disposition of the staff by the courtesy of Dwight and W. 
F. Whitney, of the Harvard Medical School, and experi- 
ments upon cadavers in regard to the strengili of capsular 
and muscular tissues have been made by members of the 
Orthopedic Department of the hospital. The conclusions 
drawn from the experience gained is summarized in the 
following statement: 

Treatment by recumbent traction. This method, recom- 
mended by the French and English surgeons of the middle 
of the last century and thoroughly applied by Buckminster 
Brown in a single case remaining under treatment for sev- 
eral years, was employed at the Children's Hospital in a 
few cases and in others at their homes. In one of these the 
treatment was applied with constant care for two years. 
In two cases strong recumbent traction was applied for sev- 
eral months continuously. In all the cases the treatment 
proved to be unsatisfactory. Although the limbs were 
drawn down to the level of the acetabulum and to the plane 
of, its proper position, the shortened muscles being grad- 
ually stretched, all attempts at securing the head in its 
proper position by manipulation, mechanical devices and 
massage, proved failures. The benefit to be derived from 
the method is not commensurate with the outlay of time 
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and discomfort demanded, and no permanent advantage 
was evident. 

Treatment by ambulatory traction. This method may 
be regarded only as of possible use in preventing temporary 
shortening of the leg. The apparatus employed was a 
Thomas knee splint furnished with a traction foot wind- 
lass and allowing locomotion with perineal support. This 
apparatus was worn in one case for a year with no percepti- 
ble benefit. 

Excision, Excision at the hip has not been performed at 
the Children's Hospital for congenital dislocation of the 
hip. In two instances the head of the femur was sawn to 
alter its shape and correct a deformed condition so that it 
could be placed in the distorted acetabulum. In both of 
these cases a relapse occurred. 

Reduction by incision. After it became evident that no 
cure of this deformity could be expected from traction or 
by the method of operative manipulation proposed by Post, 
attention was turned to the operative method practiced at 
that time by Hoffa, which was based on the supposition that 
no adequate acetabulum existed, and that it; was necessary 
to create by the curette a socket to retain the replaced head. 
This operation, performed at the hospital first by Burrell, 
was repeated in several cases. One case was operated upon 
by Professor Hoffa when visiting Boston. No benefit fol- 
lowed these earlier operations. Various incisioub were 
tried and various methods of deepening the acetabulum by 
drills, gouges, surgical engines, etc., employed. The de- 
■ fects of the earlier operations done before 1890 lay partly 
m the inadequate methods used in stretching the adductor 
and hamstring muscles. . After it had been learned that 
these muscles could be stretched without difficulty, and 
that in most cases a satisfactory acetabulum existed, the 
operation of reduction by incision became much less diffi- 
cult and was performed in a number of cases. In the 
greater number of cases of treatment by incision the an- 
terior incision was used separating the gluteus medius from 
the tensor vaginae femoris, exposing the capsule which is 
opened and later freed from its femoral attachments. After 
the upper part of the capsule was opened a director was 
passed into the acetabulum, the capsular constriction di- 
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vided and the portion of the capsule covering the aceta- 
bulum carefully preserved and placed around the femoral 
neck. The curette was used to deepen the acetabulum in 
only a few cases. 

The immediate result of this operation was satisfactory 
in a large number of cases. There was but little shock, 
sepsis was prevented and as a rule the wound healed with- 
out difficulty. In fully half the cases healing by first in- 
tention took place. Although the wound was necessarily 
deep, in no case was serious sepsis encountered. Attempts 
were made to stitch the capsule around the head to form an 
artificial cotyloid ligament. This appeared to be success- 
fully done in several instances. In one of the pathologic 
specimens, from a <;hild who died of whooping cough six 
months after operation by manipulative reduction of one 
hip with failure and successful incision in the other, it ap- 
peared that no satisfactory reduction would have been pos- 
sible, without incision and division of the capsular neck. 
Incision presents, however, certain disadvantages. In th6 
older cases the incision is a deep one and requires some 
time for healing, with great care in asepsis. As the opera- 
tive measure only attacks the capsule, it is necessary that 
the shortened adductor and hamstring muscles should be 
well lengthened before incision. This is easily done in the 
lighter cases; but in the lighter eases reduction by in- 
cision, with the results of present experience, does not seem 
necessary in ordinary cases. In the severest cases the opera- 
tion is not an easy one. Deepening the acetabulum by 
means of a curette or a Doyen's instrument for the pur- 
pose is not indicated in the younger cases. It appears to 
have a value in adolescent cases with distorted acetabula, 
when the head of the femur does not fit into the socket. In 
the series presented one death from shock &illowie<i the 
operation — a double operation in an infant one aad a half 
years old ; an instance of faulty Judgment in operating on 
both hips at once in so young a child. 

Tenotomy, Myotomy and Fasciotomy. Experiments 
upon cadavers demonstrated that in the reduction resistant 
structures outside of the capsule are within the easy reach 
of the surgeon without danger to the patient, requiring 
comparatively small incisions followed by traction whett 
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traction and manipulation alone are not sufficient to over- 
come them. The strongest group of muscles are the adduc- 
tors, but these, being straight fibered muscles with but little 
intramuscular septa, can be stretched sufficiently in old 
cases except the long tendon of the adductor magnus at- 
tached to the tubercle of the internal condyle. As this can 
be easily divided the chief resistance in stretching the ad- 
ductor group wher6 resistance is encountered can in this 
way be overcome. The hamstring muscles are accessible 
without difficulty to division if this is needed, and the shor- 
tened ilio-tibial band and tensor vaginae femoris — ^the most 
resistant portions of the fascia lata can be lengthened safely 
by a free subcutaneous incision. It would appear, there- 
fore, that in the difficult cases it might be desirable to 
divide the operation into two sittings ; one to overcome all 
resisting tissues except the capsule, and the second to open 
this and to effect the reduction. 

Stitching the Capsule. Various methods were employed 
in stitching the freed capsule around the reduced head. 
Handled needles, such as are used in the operation for 
hernia, were found the most ser\dceable for the purpose. 
Catgut was used in all cases. 

Femoral Twist and Osteotomy, Femoral twists are to 
be found in almost all cases of congenital dislocation of 
the hip, as has been pointed out by Nichols. That it exists 
to a slight degree in normal limbs has been shown by 
Mikulicz and by Soutter; it constitutes, when present to 
an extent above 60°, a complication which may prevent a 
complete functional cure. Osteotomy for the correction of 
this complication was performed in six cases, this being 
done at the time of the reduction in three cases and in 
three afterwards. Subtrochanteric osteotomy was per- 
formed in four, and in the others the operation was done at 
the lower end of the femur. In three instances the upper 
fragment was held in place by means of a steel wire sharp- 
ened like a drill and drilled through skin and bone, the 
ends being secured in a plaster of paris bandage. In osteot- 
omy at the time of the operation of reduction, fixation of 
the upper fragment is difficult, and it appears wiser when 
osteotomy is necessary that it should be deferred until the 
head b^s been well secured by cicatrization of the torn tis- 
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sues in its reduced position. In performing osteotomy va- 
rious instruments were usied ; section of the bone by a Gigli 
saw passed with the aid of a long straight needle to the 
inner and under side of the lower end of the femur between 
the nerves, vessels and the bone, appeared to be the most 
satisfactory way. It must be admitted, however, that until 
the ultimate functional results after reduction have been 
more thoroughly studied and the limit of possible correct 
gait with a twisted femur is better understood, it is impos- 
sible to determine the value of osteotomy in this deformity. 

Besults, The results of the improved method of opera- 
tion by incision have proved satisfactory in an increasing 
number of cases as greater skill was acquired. In the 
earlier cases the ultimate results were unsatisfactory, but 
in several of the later cases perfect results with perfect 
motion and no limp were attained. In only one of the 
cases, where deepening of the acetabulum by means of a 
curette was done, did ankylosis follow, and in this the car- 
tilage of the head of the femur was also injured at the 
time of operation. It is thought that a greater number of 
cures after incision would have been gained if better meth- 
ods in after-treatment had been employed. Improved 
iiioihods of fixation after operation have been developed in 
the last few years, but during this period the attention of 
the surgeons has been turned chiefly to development of 
methods of treatment without incision. It seems probable 
that in the future treatment by incision will be made more 
u.-e of than in the past year, in the treatment of the more 
complicated cases. 

Treatment of the Irreducible Cases by Dissection of the 
Lax Capsule. This method was employed in one case, not 
included in the table, a girl of sixteen, and without marked 
benefit. The patient recovered from the operation with 
the limb a little lengthened but without marked improve- 
moDt in gait. 

Subcutaneous Osteotomy Without Reduction. This 
method has not yet been employed at the Children's Hos- 
pital. 

Manipulative Reduction. The manipulations employed 
in reduction of a congenitally dislocated hip have changed 
since the method was first attempted at the hospital with 
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the Bigelow manipulation for traumatic dislocation by A. 
Post (at that time connected with the Children's Hospital) 
at the City Hospital, and the present procedure may be re- 
garded as an entirely different one. The details of the 
Paci-Lorenz method have been so frequently described that 
a further account is unnecessary. 

Mechanical Operative Stretching. In all cases of con- 
genital hip reduction the fixation of the pelvis during 
manipulation is of importance. This is difficult in the 
older and more resistant cases, and for this reason in the 
severe cases some form of mechanical stretching is of as- 
sistance. Precision in the use of the applied force is de- 
sirable. Where this can be furnished by a proper mechan- 
ism it is manifestly of great assistance. There are mani- 
fest disadvantages to the surgeon in the employment of 
any mechanism, but when this can be done greater efficient 
f(»Tce can be exerted than can be expected from the hands 
of a surgeon, even if aided by a number of assistants. 

Various mechanical devices have been used at the Chil- 
dren's Hospital. The latest, devised by Mr. Bartlett, of 
Boston, is the most efiEective. It has been used not only in 
cases beyond the usual age limit, but also in younger cases 
of live and six, as there seemed to be less danger of injury 
to tissues, less ecchymosis when applied, than when manual 
manipulation was used ; it is of much use in double cases. 
As is seen by the table, with its use children come under 
the class in which treatment is possible at a much older 
age than has hitherto appeared possible; the danger of 
fracture is removed, if the mechanism is used intelligently. 
A full description of this appliance with an explanation of 
its method of use will be found in the Journal of Medical 
Sciences, December, 1903. 

Results. It appears to be safe to claim that for all cases, 
single and double, under ten years of age, either by 
manipulation by the use of mechanical force, or by reduc- 
tion by means of incision, a complete reduction is possible, 
and that relapse can be prevented in more than 60 per cent 
of the cases. For this, however, careful attention should be 
paid to after treatment with attention to the following de- 
tails. It is believed by the writers that a higher percentage 
and at a higher age limit can be expected, if all methods, 
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including the operative in the more difficult cases, are em- 
ployed. First, that the position of the limb should be such 
that the development of a firm cotyloid ligament be 
favored. Second, that the position of the limb should be 
such that the capsule should not be unduly stretched in its 
forward portion. Third, that the position of the limb 
should be frequently inspected and x-ray examinations be 
made at frequent intervals. 

Double cases are found to present more than twice the 
difficulty of single ones, and may require repeated opera- 
tions to secure equally good results on both sides. Although 
operation by incision without and with curettage of the 
acetabulum in the complicated cases will be used, in all 
probability, more commonly than at present in the cases 
when the simpler methods have failed, the method by for- 
cible manipulation is, in the opinion of the writers, the 
one to be employed in the usual cases. 

From the experience gained at the Children's Hospital it 
appears also to the writers of this report that stretching the 
tissues by an efficient machine gives in resistant cases an 
unquestioned advantage, and permits better reduction, with 
less risks and in older patients, than if operative manipula- 
tion alone is employed. 

There is a certain analogy between the treatment of 
congenital dislocation of the hip and that of club foot. In 
the simpler cases, manipulation under an anesthetic is suf- 
ficient. In the more resistant cases, correction is helped by 
mechanical aids; in the oldest and complicated cases, in- 
cision and osteotomy are often needed to perfect the cure. 

The present condition of the treatment of congenital 
dislocation of the hip may seem to illustrate that the world 
advances by impossibilities achieved. Twenty years ago, 
cure of this deformity was considered impossible. This in 
many cases is now easily accomplished. 
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CAS£S OF CONGENITAL DISLOCAOTON OF THE HIP OPERATED ON AT THE 
CHILDBEN'S HOSPITAL FBOM 1884 TO 1896. 

By mechanical appliances without operation: 



Date. 

1. Feb. 25, 1884, 

2. Sept. 20, 1887, 

3. Nov. 3, 1888, 

4. Aug. 26, 1889, 
3. Sept. 25, 1890, 

6. July 29, 1895, 

7. Oct. 26, 1895, 



Age. 

3 

6 

2 8-12 
9 

9 

3 6-12 
6 



Sex. 

f 
f 
f 

f 

m 

m 

f 



Total, 7. 



Hip. 
not mn*d 
left 
double 
right 
left 
right 
right 



Remabks. 



Died, scarlet fever. 



By incision and curettage (Hoflfa's early operation) : 

Date. Age. Sex. Hip. Remabks. 

1. Apr. 18, 1891. 11 f left 

14 f left 



2. Sept. 16, 189l!, 



13, 1892, 
13, 1892, 

9, 1892, 

12, 1893, 
7, 1894, 

24, 1893, 
4, 1893. 

13. 1893, 

10, 1895, 
2, 1895, 



3. Feb. 

4. Apr. 

5. Nov. 

6. July 

7. May 

8. Oct. 

9. May 

10. Nov. 

11. Sept. 

12. Oct. 



2 6-12 

2 10-12 

2 10-12 

4 

3 

2 2-12 

3 

8 

2 

? 



Total, 12. 



left 

left 

double 

double 

left 

left 

double 

double 

left 

left 



Operated upon by Dr. 
Hoflfa. 

Diedt Intest. Hem. 



Diedj diphtheria. 
Died, diphtheria. 



Remarks. 
Died, scarlet fever. 



By manipulation under anesthetic (Post) : 
Date. Age. Sex. Hip. 

1. Sept. 12, 1884, 2 f right 

2. Jan. 26, 1889, 9 f left 

Total, 2. 

Total of all cases from 1884 to 1896. 21, unsuccessful. 

At this period the Hospital suffered severely from an epidemic 
of scarlet fever and, before the introduction of antitoxin, of diph- 
theria. 



CASES OF CONGENITAL 


DISLOCATION OF THE HIP, OPERATED ON AT TH» 


CHILDREN'S HOSPITAL 


FROM 1896 TO 1902. 


By incision (open) : 








Date. 


Age. Sex. 


Hip. Remarks. 


1. Mar. 27, 1896, 


3 




left unknown. 


2. Nov. 5, 1896. 


7 




right success. 


3. Jan. 4. 1897, 


8 




double unsuccessful. 


4. June 29, 1897, 


8 


m 


unknown unknown, 
double 


5. July 7, 1897, 

6. Oct. 13, 1897, 


3 6-12 




3 




unknown " 


7. Dec. 10, 1897, 


15-12 




double Died, Dec. 12, *97. 


8. Dec. 14. 1897, 


5 




left unknown. 


9.* Apr. 5. 1898, 
10. Afiiy 31, 1898. 


5 




unknown ** 


6 




unknown " 


11. May 2. 1898. 


5 




left 


12. May 15, 1898, 


3 


m 


left 


13. Oct. 25, 1898, 


3 10-12 




unknown " 


14. Feb. 8. 1899, 


9 




left unsuccessful. 


15. July 15. 1899, 


3 6-12 




left 


16. Sept. 5. 1899. 

17. Sept. 19, 1899, 


3 




left unknown. 


2 6-12 




double right, success; left, un- 








successful. 
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Datb. 


Aqb. Sex. 


HIP. 


Remabks. 


18. 


Oct. 9. 1899, 


9 


m 


left 


unsuccessful. 


19. 


Dec. 5. 1899, 


3 6-12 




fer 


success. 


20. 


Dec 7, 1899. 


2 




4( 


21. 


Dec. 29, 1899, 


4 




left 


*' 


22. 


Apr. 3, 1900, 


4 




right 


" 


23. 


June 2, 1900, 


2 




^' 


«« 


24. 


Jan. 1. 1901, 


1 10-12 




unknown. 


25. 


Jan. 22, 1901. 


2 




double 


right, unsuccessful; 
left, success. 


26. 


Apr. 26. 1901, 


5 




right 


unknown. 


27. 


Apr. 29, 1901, 


12 




.;r 




28. 


Jaly 25, 1901, 


4 


m 


success. 


20. 


Aug. 15, 1901, 


3 




left 


*« 


80. 


Dec. 3, 1901, 


4 6-12 




unknown unknown. 


31. 


Nov. 26. 1901. 


3 




double 


success. 


32. 


Dec. 13, 1901. 


2 

Success, 




left 


unknown. 
11 




Total, 34 


Unsuccessful, 




6 






Result unknown. 


17 



Bu manipulation: 

Datb. Age. 

. 1. Mar. 30, 1896, 3 

2. May 21, 1896, 3 

3. Oct. 29. 1896, 7 

4. Apr. 29. 1897. 2 

5. June 21. 1897. 12 

6. Oct. 27, 1897, 6 

7. Nov. 22. 1897, 2 

8. Nov. 24, 1897, 5 

9. Apr. 20, 1898, 5 

10. July 5. 1898. 8 

11. Jan. 27. 1899, 2 

12. Aug. 18. 1899, 3 

13. Sept. 26. 1899. 2 

14. Sept. 26. 1899. 9 

15. Mar. 15. 1900, 4 

16. May 10. 1900, 2 

17. Apr. 9, 1901, 12 

18. Apr. 26, 1901. 5 

19. May 13. 1901. 6 

20. May 17. 1901, 9 



Sex. 



Total. 20 i 



Hip. 

left 

unknown 

right 

double 

right 

left 

left 

double 

right 



rigt 
eft 



1 

right 
left 
left 
left 
right 
right 
right 
left 
left 
m right 
Successful 
Unsuccessful 
Result unknown 



Remabks. 
unknown. 

unsuccessful, 
unknown, 
unsuccessful, 
unknown. 

unsuccessful, 
unknown, 
success, 
unknown. 



ToUI of all cases from 1896-1902, 54 



unsuccessful. 

unsuccessful. 
« 

unknown. 



1 

7 

12 

[ Success 12 

Unsu<ices8ful 13 

[ Result unknown 29 



CASES OF CONGENITAL DISLOCATION OF THE HIP OPEBATBIX ON AT THB 
CHILDREN'S HOSPITAL IN 1902. 



By open incision: 
Date. 


Age. Sex. Hip. 


Remarks. 


1. Jan. 30. 1902. 

2. Feb. 4. 1902. 

Total, 


4 6-12 m left 
7 f right 

( Success 
2-< Unsuccessful 


unsuccessful. 
« «« 


2 
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By manipulation: 

Datb. Agb. Sbx. 

1. June 17, 1902, 7 f 

2. July 10, 1902, 4 m 

3. July 29, 1902. 6 t 

4. Aug. 15, 1902, 7 f 

5. Aug. 15, 1902, 3 3-12 t 

6. Aug. 19, 1902, 2 6-12 t 

7. Oct. 4, 1902, 5 f 

8. Oct 7, 1902, 2 6-12 t 

9. Nov. 20, 1902, 3 f 



Hip. 

left 

right 

right 

left 

right 

left 

left 

left 

left 



Remarks. 

♦success. 

transposition. 

♦success. 

transposition, 
♦success, 
♦transposition. 



10. Dec. 22, 1902, 

11. Dec. 22, 1902, 

12. Dec. 22, 1902, 

13. Dec. 23, 1902, 

14. Dec. 23, 1902, 

15. Dec. 23, 1902, 

16. Dec. 26, 1902, 

17. Dec. 26, 1902, 

18. Dec. 26, 1902, 

19. Dec. 26, 1902, 

20. Dec. 27, 1902, 



Cases operated upon hy Professor Lorenz: 



3 f left 
7 f right 

4 f double 
3 6-12 f left 
9 6-12 m left 
3 f left 
9 f double 

5 f left 
3 f right 
1 11-12 f right 
2 6-12 m double 

Success 
Total, 20 J Unsuccessful 
] Relapse 

( Ant. transposition 
Total of all cases operated on in 1902 : 
( Success 
Total, 22 ) Unsuccessful 



*j Relapse 



Ant. transposition 



♦transposition. 
♦ 

♦relapse. 

♦ant. transposition, 
♦unsuccessful, 
♦success, 
♦unsuccessful, 
♦success, 
♦relapse, 
♦success, 
♦relapse. 
8 
2 
3 
77 

8 

4 
3 
7 



CASES OF CONGENITAL DISLOCATION OF THE HIP OPEBATED ON AT THE 
CHILDREN'S HOSPITAL IN 1903. 



By mechanical stretching and manipulation: 



Date. 

1. Mar. 12, 1903, 

2. Mar. 24, 1903, 

3. Mar. 28, 1903, 

4. Apr. 4, 1903, 

5. M!ay 4, 1903, 

6. May 30, 1903, 

7. June 4, 1903, 

8. June 9. 1903, 

9. June 18, 1903, 

10. June 27, 1903, 

11. July 9, 1903, 
19. July 24, 1903, 

13. July 28, 1903, 

14. Aug. 22, 1903, 

15. Sept. 3, 1903, 

16. Sept. 10, 1903, 

17. Sept. 19, 1903, 

18. Oct. 6, 1903. 

19. Oct. 6, 1903, 

20. Nov. 7, 1903. 

21. Nov. 13, 1903, 

22. Nov. 14, 1903, 

23. Dec. 31, 1903, 

24. Jan. 5, 1904, 

Total, 24 



Aqe. 

2 
12 

4 6-12 

6 

8 

8 

9 

4 

9 

9 

4 

9 
13 
12 

5 
12 

5 

6 

4 

8 
13 

4 
10 

6 



Sex. 
f 
f 
f 
t 
t 
m 
f 
m 
f 
f 
f 
m 
m 
f 
f 
f 
f 
f 
m 
m 
f 
f 
f 
f 



Success 

Unsuccessful 

Transposition 



Hip. 
right 
right 
left 
right 
left 
rieht 
left 
right 
left 
right 
double 
left 
right 
left 
right 
left 
double 
left 
left 
left 
left 
right 
double 
double 



Remarks. 
♦transposition, 
♦success. 



♦transposition. 

♦ ♦♦ 

♦ant. transposition, 
♦success, 
♦transposition, 
♦success. 

♦ «* 

unsuccessful. 

success. 

unsuccessful. 

success. 



16 
3 
5 
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ORTHOPEDIC SUBQEEY. 



By manipulation: 
Date. 

1. Jan. 6. 1903, 

2. Jan. 13. 1903, 

3. Feb. 26, 1903, 

4. Mar. 17. 1903. 
6. Sept. 3, 1903, 

6. Sept. 26, 1903, 

7. Oct. 27, 1903, 

8. Oct. 29, 1903, 



Total, 



X 



Aqb. Sbx. Hip. 
6 m right 

5 t right 

5 7-12 f left 
2 f left 

4 f double 

2 f left 

2 f right 

1 4-12 t left 
Success 
Unsuccessful 
Transposition 
By open incision: 

Datb. Aqe. Sex. Hip. 

1. July 23, 1903, 13 m right 

Total, 1 Unsuccessful 
Total of all cases operated on in 1903 : 
I Success 
Total, 33 •( Unsuccessful 
( Transposition 

Note. — The ultimate condition was verified by a skiagram In those 
marked with an *. 



Remarks. 
♦success. 
♦ 

transposition, 
♦success. 
« •< 

success. 



6 

1 
1 

Remabks. 
unsuccessful. 
1 

22 
5 
6 



If one counts hips instead of patients in estimating 
the results the percentage is thereby lowered: 1884 to 
1896, 26 hips, all failures. 

1896 to 1902, 38 hips, open operation, 17 results un- 
known, 8 failures, 11 successful; 22 hips, manipulation, 
13 unknown, 8 failures, 1 success. 

During 1902, 2 hips, open operation, both failures; 23 
hips, manipulation, 3 failures, 5 relapses, 7 transpositions, 
8 successful. 

During 1903, 28 hips, combined machine and manipula- 
tion, 3 failures, 5 transpositions, 20 successful; 9 hips, 
manipulation alone, 1 transposition, 8 successful; 1 hip, 
open incision, was a failure. 

Totals: 52 failures. 
30 unknown. 
5 relapses. 
13 transpositions. 
48 successful. 

This gives a trifle over 30 per cent of successful results ; 
and by "successful" we may assume perfect anatomic re- 
placements are meant These results, then, are about the 
same as those reported by other operators. Like other 
operators, they believe they ought to get at least 60 per 
cent of success cases. Like other operators, their later 
cases show a larger percentage of successful results, but like 
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other operators, they will doubtless find, later on, that some 
of the successful cases have become transpositions, and 
some of the transpositions have relapsed. Take, for illus- 
tration, the cases operated on by Lorenz in Boston in 1902 
and included in this series: 14 hips, 5 relapsed, 3 trans- 
posed, 3 successful, and 3 unsuccessful. I have been told 
by two competent observers that they have personally ex- 
amined these cases and that none are perfect anatomic re- 
placements. 

H. P. H. Galloway* gives a brief review of the present 
status of the Lorenz method: 

1. A certain proportion of cases of congenital disloca- 
tion of the hip are intrinsically incurable, owing to anato- 
mic obstacles which are hopelessly beyond the surgeon^s 
control. The acetabulum may be too shallow to retain the 
head in position; the head and neck of the femur may be 
so imperfect or deformed as to be quite unsuited for articu- 
lation ; or there may be such contraction of the soft tissues 
as to form an insurmountable obstacle to reduction. The 
x-ray is of great value in many cases in determining the 
actual anatomic conditions. 

2. Subcutaneous or open division of tendinous, muscu- 
lar and ligamentous tissues which obstinately oppose reduc- 
tion may be resorted to with benefit in certain cases when 
reduction by manipulation alone is impracticable. 

3. In about 10 per cent of the cases treated by the Lor- 
enz bloodless method, a perfect anatomic and physiologic 
cure will be obtained. 

4. In some of the cases of apparently perfect cure, re- 
dislocation may occur, even several months later. A repeti- 
tion of the operation will be followed by ultimate success 
in some of these relapsed cases. 

5. In probably 60 per cent of the cases treated by the 
Lorenz method a true anatomic replacement is not secured, 
but an anterior transposition of the head of the femur is 
brought about. In a considerable proportion of these cases 
the condition of the patient is greatly improved, the shor- 
tening being diminished, the limp lessened, and the charac- 

(1) Canadian Jour, of Medicine and Surg., September, 1904. 
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teristic deformity largely or completely obliterated. In a 
word, there is a large and distinct functional gain. 

6. The ideal age for operation is from three to five 
years. Under three years of age replacement is easy, but 
the diflBculty of keeping the plaster dressings from becom- 
ing very foul is almost insuperable. After five years reduc- 
tion is often very difficult, but success may sometimes be 
attained up to the age of thirteen years, and even beyond. 
Within reasonable limits the age of the patient per se has 
less to do with success or failure than the anatomic condi- 
tions in and about the joint in the individual case. One 
may fail in a patient of seven years and succeed in another 
of ten or twelve. 

7. The operation usually is perfectly safe. Accidents 
have occurred, however, both in the hands of Lorenz and 
other surgeons. The possible accidents are thus summed 
up by Bidlon : Paralysis from over-stretching ; fracture of 
the neck of the femur ; fracture of the shaft of the femur ; 
fracture of the ramus of the pubes; fracture of the 
ischium; tearing of the perineum; rupture of the femoral 
artery; gangrene from cutting off the circulation through 
stretching the femoral vessels. He somewhat facetiously 
adds: 

"There may be others, but these are sufficient for the 
surgeon who has experienced one or more of them." 

8. The results in the cases operated upon by Lorenz 
himself and by his followers on this continent have on the 
whole proved disappointing. 

9. Open methods of operation, which permit some of 
the obstacles to reduction to be discovered and removed, 
and which afford the surgeon the opportimity to satisfy 
himself that his manipulations have really placed the head 
of the femur in the acetabulum, are likely to be largely 
adopted in the future, the bloodless method being reserved 
for very young patients, and cases where objections to the 
use of the knife cannot be overcome. 

H. L. Taylor* reports a case of congenital supracotyloid 
dislocation of the hips with cross-lfegged progression. The 
femoral heads were displaced upward IJ inches, lying on a 

(1) American Medicine, Sept. 24, 1904. 



Digitized 



by Google 



HIP DISEASE. 209 

level with — and to the outer side of the anterior superior 
spine of the ilium, and were firmly fixed in that position* 
The left leg was crossed in front of the right. The left 
foot presented a rigid valgus deformity and the right a 
rigid equino-varus deformity. The foot deformities were 
corrected and the cross-legged position was corrected by 
double osteotomv below the trochanters. 



HIP DISEASE. 

E. W. Lovett and P. Brown* have nxade a study of 100 
consecutive x-ray pictures of cases of hip disease. 

The following questions were formulated at the begin- 
ning of the inquiry : 

1. What proportion of cases diagnosticated as hip dis- 
ease from the x-ray, presented a tj^ical clinical history^ 
and what proportion of such cases did not have such a 
clinical history? 

2. What was the later history of cases diagnosticated as 
normal from the x-ray ? 

3. How late in the history of hip disease does a '^'nor- 
maP^ radiograph appear? 

4. What are the characteristic appearances of the radio- 
graph in hip disease? 

5. What radiographic appearances go with shortening 
and deformity? 

6. What similar conditions are found which the radio- 
graph will differentiate from hip disease ? 

7. What are the sources of error in diagnosticating hip 
disease from the radiograph ? 

The one hundred cases classed by the opinions expressed 
from the examination of the radiographs may be tabulated 
as follows: 

Oases 

"Normal or ^'negative'' 20 

"Hip disease^' or "probable hip disease'^ 61 

"Old hip disease^' 4 

"Destructive disease, not tuberculous" 2 

(1) nTy. and Phlla. Medical Journal, Jan. 28, 1905. 
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Cases. 

**Coxa vara'* 2 

"Doubtful'' or * V^tionable" . .... . . . . ..V. . . . ! . . ! 4 

"Abnormal, but not hip disease'^ 2 

"Probable hip disease^' (proving to be abscess of 

groin) 2 

Various diagnoses not borne out by clinical history. . 3 



100 



Normal appearances in the radiograph, 20 cases. 

Eight cases proved to have been radiographed for other 
affections, such as Pott's disease or stone in the bladder, 
and the hips were included incidentally. 

Seven cases were radiographed for suspected disease, but 
recovered so speedily that the affection was probably syno- 
vial. 

Two cases with a normal radiograph showed a typical 
history of hip disease. 

Three cases with normal x-ray appearances pursued a 
history not characteristic of hip disease. 

Sixty-one cases were diagnosticated as hip disease from 
the radiograph, in which the clinical history was typical 
and the subsequent course of the affection confirmed the 
opinion formed from the radiograph. The chief import- 
ance of these cases lies in the description of the signs in the 
radiograph upon which this opinion was based. 

The various radiographic appearances seen in tubercu- 
lous disease of the hip are characteristic of this affection 
when taken collectively. Any one of them may be a fac- 
tor in making up the Eontgen pictures of other pathologic 
conditions, but, considered in combination, they tell a con- 
sistent story of a process in which tubercidosis is the 
(chief) causative factor. 

In the early stages of the disease, when sensitiveness, 
pain on motion, and muscular spasms are usually well 
marked, it is often impossible to differentiate the radio- 
graphic plate from that of a normal joint. With the onset 
of limitation of motion due to spasm, however, evidences 
of atrophy generally set in, and there appear for inspection 
the phenomena about to be described. These appearances 
vary, naturally, with the extent and duration of the disease, 
beginning with evidences of simple atrophy, passing on to 
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boBy thickening, erosion, cavity formation, and loss of sub- 
stance, to complete absorption, destruction, and ankylosis. 
These will be taken up seriatim for the purpose of clearer 
description. 

"Old" hip disease was a diagnosis made four times from 
the x-ray negative where the process was advanced and evi- 
dently of long standing. This opinion was borne out by 
the clinical history. 

Destructive disease not tuberculous was an opinion ex- 
pressed in two cases. In one the diagnosis of osteomyelitis 
ol both hips was borne out by the history. The second 
proved to be a hip following typhoid. 

Coxa vara was found in two cases and the clinical diag- 
nosis was the same. 

Probable hip disease was the opinion in two cases where 
the suggestion of the disease was conveyed by a very slight 
haziness about the joint. It was so slight that no opinion 
more positive than this was expressed. Examination of the 
records showed that these cases had suffered from an acute 
abscess of the groin in no way connected with the hip, and 
that the cloud seen in the radiograph was undoubtedly due 
to the resistance to the rays offered by the pus lying super- 
licial to the joint. 

Questionable was the opinion expressed in four cases. In 
one there were atrophy, thin shadow, and broadening of 
the joint line. The clinical diagnosis had never been made, 
although some disability in the hip had existed for years. 
In another there was slight atrophy with some enlargement 
of the head and neck. The symptoms had disappeared in 
two months. In a third there were thickening of the head 
and neck, and dislocation. Clinically there was a history 
of a limp of long duration and of a one-inch shortening. 
No clinical diagnosis was made. In the fourth there was 
slight atrophy with thickening of the head. The history 
was atypical and the boy speedily recovered. 

It is interesting to note that the radiographic appear- 
ances in these cases were much alike, consisting chiefly of 
atrophy and enlargement of the head and neck of the 
femur. 

Not hip disease, but not normal, was the opinion in two 
cases. The x-ray appearances were slightly increased radia- 
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bility and nothing else. At the time of the x-xay examina- 
tion both cases were suffering from some acute affection of 
the hip, but in a few weeks had wholly recovered. 

In .the other three cases, the x-ray appearance did not 
agree with the clinical history. In two what appeared to 
be marked signs in the hip went with the history of a 
slight affection, and in the third an opinion was expressed 
that a destructive affection was osteomyelitis, while bac- 
teriologically it had B?x)ved to be tuberculous. 

Their conclusion as to the value of radiographs in the 
diagnosis of hip disease, and especially early disease, is that 
they are of great value in the hands of persons of average 
experience ; that a radiograph free from abnormal appear- 
ances does not show that hip disease is absent or will not 
develop, but that in a case of doubtful clinical diagnosis 
a normal x-ray is a matter of weight and makes the likeli- 
hood of speedy recovery greater than will radiographs with 
abnormal appearances. 

A. Lorenz^ gives the onset and course of hip disease as 
follows : 

The history of one of these cases is about as follows: 
Many months, perhaps one or two years, before the first 
onset of the disease, the child limps slightly for a time. 
Motion in one leg is guarded during walking, lameness ap- 
pears soon after, or, indeed, it is often apparent toward 
evening, when the child had previously been quite active. 
The next morning no trace of lameness is to be noted. 
After such an attack of limping, there often ensues a 
period of quiescence, which may be of several monthi' 
duration. Then limping once more comes on, to again dis- 
appear. One might get the impression that a trick of the 
child was at the bottom of this temporary lameness. 

After a whole series of such periods of limping (coxitic 
attacks), lameness finally becomes permanent. At the same 
time, it is only rarely that the child manifests pain in the 
hip or knee. As a rule, the child is active during the day, 
and sleeps well at night. Gradually, however, the picture 
changes, the child becomes more careful in its movements, 
it runs and jumps about less, but can still walk without 

(1) Jour. Am. Medical Assoc, Feb. 4, 1905. 



Digitized by 



Google 



HIP DISEASE. 213 

pain. After greater exertion, pain, which passes away, 
however, asserts itself, especially in the knee. For a long 
time the knee is considered the diseased part. By and by 
sleep becomes restless ; the child cries out at times, hardly 
awaking, however, and if asked why it cries it cannot give 
a definite answer. During the day the child is compara- 
tively or perhaps completely quiet. Gradually the nights 
become worse, the child awakes screaming, cries for awhile, 
and then falls asleep only to awaken again with a cry. 
The following morning the child is comparatively lively, 
has no pain, and runs about, perhaps limping a little. 
Toward the end, the child screams more than it sleeps dur- 
ing the night, and is not entirely free from pain during the 
day, but still manages to hobble about. 

After many months, the little patient finally is forced 
to remain in bed because he can no longer use the diseased 
leg. During several weeks the child endures severe pain 
by day and still more by night. At last, however, the con- 
dition improves. The child asks to leave the bed, and 
again begins to get about with the aid of a cane or crutch. 
In time the pain departs and the child is lively again. Dur- 
ing the course of the disease a swelling might have been 
noticed, which sooner or later opened and discharged pus, 
or the region about the joint may never have shown any 
swelling or pus formation. Finally, the crutch is discarded, 
and the child once more learns to walk fairly well, usually 
treading on the front part of the foot. The period during 
which the child cannot walk at all lasts from several 
months to a year, according to the nature of the case, but 
seldom lasts more than one year. Some exceptional cases 
never leave oflE walking at all. 

Such is the history of an untreated case. On examina- 
tion one finds the leg in marked flexion, adduction-con- 
tracture ; at times the joint is ankylotic. Perhaps scars of 
sinuses or discharging sinuses are present; perhaps there 
has been no pus formation. It seems a certainty, to him, 
that cases, untreated as they are, do not arrive at abscess 
formation any oftener than those treated mechanically. 

A great number of physicians — and to these belong most 
American physicians— consider it absolutely necessary to 
confioe coxitic patient? to b?d for mov^ QX kes time^ aod 
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there to carry out the treatment by extension. Such bed^ 
treatment is protracted for a number of months or even 
years. Not until the more alarming manifestations have 
disappeared are the children permitted to get up. They 
then get an extension apparatus which fixes the joint and 
which takes the weight of the body off the hip joint. 

Other physicians — to this class belong foremost the Eng- 
lish physicians who came under the influence of Thomas 
of Liverpool— nio not consider extension necessary, but con- 
tent themselves with removing the weight of the body. 
However, they hold the same views as the Americans in 
regard to bed treatment, systematically conducted. A 
third group of physiciains — to this belong the Germans — 
lay no great stress on bed treatment, but are, for the most 
part, believers in the ambulatory treatment. In order to 
carry this out there is applied to the diseased leg, from 
the pelvis to the sole of the foot, a closely fitting apparatus, 
precisely constructed, which fixes the joint in the correct 
position, hereby holding it extended and excluding every 
contact between foot and floor. Provided with such an ap- 
paratus, the sick children may enjoy fresh air and sun- 
light, and are able to move about fairly well without suf- 
fering pain. They are rescued from the confinement to bed 
and the sick room, which, in itself, is always damaging to 
health. For the limb, the apparatus is preferable to bed 
treatment, while the whole organism has the benefit of 
light, sun and motion, and thus conditions are offered for 
better nourishment. 

Opinions are at variance as to whether extension is abso- 
lutely necessary to keep the leg as quiet as possible or 
whether simple fixation is sufficient. The Americans, and 
the Germans no less, swear by extension; the English have 
almost entirely abandoned extension and carry out the 
treatment of coxitis by fixation alone. 

Lorenz's standpoint in this question is that extension is 
useful to a certain degree, but is in no case necessary. At 
any rate, the mechanical treatment of coxitis is extraordi- 
narily simplified by omitting extension. In the last ten 
years he has used extension practically not at all. 

He then assumes a patient treated with the ''Hiilsen- 
Apparat/' and gives the following picture : We probably find 
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the joint in good position ; perhaps there exists a very slight 
degree of adduction and flexion, or the joint has an ap- 
parent tendency to assume this position after the apparatus 
is removed. The joint is movable within a very small arc; 
there is always more or less shortening. On the whole the 
result of the examination of the joint is favorable. 

Now let us look at the leg itself, and we will find it very 
much emaciated; the muscles flabby and without power; 
the knee joint has become lax under the long-continued in- 
fluence of extension. The whole leg appears as a loose 
wobbling appendage of the trunk. Experience shows that 
the bones of such a leg are brittle and fragile. If we in- 
vestigate the independent function of such a leg, there is 
shown an absolute inability to support, unaided, the weight 
of the body even for a moment. 

This unfitness for function is not caused by pain, but is 
due to the extreme atrophy of the muscles and bones. With- 
out the apparatus the patient is absolutely unable to walk 
even one step. He has become a slave to his machine or 
his crutches. This state of affairs after a while becomes 
unbearable to the patient. Finally he rids himself of the 
machine and is satisfied if he is able to walk independently; 
whether it be poorly or well; if he only does not have 
to resort to "his machine'' again. Should such a patient 
have learned to emancipate himself from his "Hiilsen- 
Apparat," then in nine out of ten cases an adduction con- 
tracture will have supervened in the course of a short 
time. Lorenz even goes so far as to state that this con- 
tracture must follow for obvious reasons, unless the patient 
takes special precautions against it. 

If we now compare the two cases, the one which had no 
mechanical treatment and the other which was treated by 
the most careful mechanical method, we are forced to ac- 
knowledge that, in the latter case, the end result of our 
efforts of years is disproportionately small. The only 
noticeable advantage of this strict mechanical treatment 
is probably a diminution of the coxitic pain. But this is 
counterbalanced by the great discomfort occasioned the 
patient by a narrow, tightly fitting apparatus. 

The course of the disease is not shortened by the strict- 
est mechanical treatment, the frequency of abscess forma- 
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tion is hardly lessened, whereas the leg will unquestionably 
remain unfit for independent functional use for a much 
longer time than if the mechanical treatment had never 
been used at all. Another so-called advantage is the good 
position obtained, but this prevails only so long as the ap- 
paratus is worn. Let the patient discard the same and he 
will not often escape the resulting contracture caused by the 
walking. The advantages thus gained, therefore, are cer- 
tainly problematic. 

The disadvantages which go hand in hand with this ex- 
tension treatment are very real. The shortening due to 
lack of growth must necessarily be greater, as the limb is 
excluded from motion for years. For the same reason 
the bones will be more brittle and incapable of weight- 
bearing than if no treatment had been carried out. The 
muscles of the whole limb are completely atrophied and 
functionally powerless. Moreover, the knee joint, which 
had no share in the disease, has suffered from the strict 
mechanical treatment; it has become loose and unstable 
and too weak for any function. These consequences, fol- 
lowing strict mechanical fixation and extension treatment, 
arise from the fact that the limb has continually been re- 
strained from use for a period of years. The child is almost 
in the position of one whose leg is altogether wanting as a 
result of an amputation at the hip joint. 

Absolute functional restraint, continued for many years, 
is bound to be avenged and does the limb more harm than 
the disease of the hip joint itself. If, therefore, one com- 
pares the two cases referred to above, the one never treated 
mechanically and the other treated mechanically, in the 
most painstaking way, it is manifest that the first patient 
got off better than the latter. Perhaps the first patient has 
suffered a little more paia, but he has regained the inde- 
pendent use of his limb more rapidly. His view as to the 
mechanical treatment is that it does too much ; it goes too 
far; it is an overtreatment,which, beside its few advant- 
ages, also entails unnecessary damages. No one can criti- 
cize the mechanical treatment because it has little effect on 
local tuberculosis. 

The principles of treatment recommended by Loreuz 
may be briefly stated as follow? ; 
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The end to be sought is a strong and stable anchylosis at 
the hip joint without flexion and adduction deformity, a 
knee joint uninjured by treatment, strong bones and well- 
developed muscles. Such a result enables the patient to 
walk without any very serious limp. The treatment con- 
sists of the application of the conventional Lorenz plaster 
spica every three or four months. This is a thick and heavy 
pla'ster-of-paris splint extending from the knee to the navel. 
If the joint at any period of the disease is so sensitive that 
the patient cannot bear his weight on the foot, a jointed 
steel brace is attached to the lower end of spica just above 
the knee and extended below the foot, with free-motion 
joints at the knee and ankle. This is removed when the 
sensitiveness passes. 

Anyone who has had any considerable experience in the 
treatment of hip disease will be likely to admit that in the 
majority of cases treated in this way the result will be that 
which Lorenz seeks, namely, anchylosis at the hip joint; 
and a considerable number will prove this anchylosis with- 
out any very serious adduction and flexion deformity. 

It is a fact, however, which no honest person will deny, 
that there are cases that are perforce confined to bed for 
a longer or shorter period no matter what the treatment 
may be. This fact Lorenz ignores either wilfully or from 
lack of observation or from careless observation. Which 
may be the explanation in Lorenz' case I will not venture 
to say. When he was in this country he told me that he 
had never seen a case of hip disease recover with a strong 
limb and normal range of motion at the hip joint. Any 
one who has observed as few as a hundred cases of hip 
disease treated either by any of the American forms of the 
long traction of hip splint, or by the Thomas fixation hip 
splint, or by a plaster spica from the ankle to the axilla, 
has seen a few such cases, cases that five years after the 
termination of treatment showed no evidence of ever having 
bad the disease, unless there may be dimpled scars from 
abscesses, and many cases with strong legs, sound knees, 
no crippling hip deformity or apparent shortening and a 
range of motion at the hip joint practically sufiicient for 
all ordirary functions. Despite the fact that on his two 
visits to this country Lorenz spent about 8ix months here 
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I have been unable on diligent inquiry to learn that he 
saw one case of hip disease being treated by any American 
orthopedic, surgeon. That he knows nothing of the meth- 
ods of American and English orthopedic surgeons in the 
treatment of hip disease, except what he has read, is 
obvious from a perusal of his paper. He assumes that all 
English surgeons use the Thomas hip splint, whereas there 
are probably not more than half a dozen that could off 
hand describe the construction accurately or the principles 
of its use as laid down by Thomas. I have visited England 
three times, and except the few that have enjoyed the per- 
sonal instruction of Thomas or Jones I have not seen one 
properly constructed Thomas hip splint in use, or met one 
surgeon who had more than the vaguest ideas of its proper 
application and use. There are many *%o-called" Thomas 
hip splints in use, but differ more widely from a real 
Thomas splint properly applied than a plaster spica ap- 
plied from- the ankle to the axilla differs from a Lorenz 
spica which extends from the knee to the navel. 

Lorenz assumes that in this countr} ail cases of hip dis- 
ease are treated by the traction hip splint, and that the 
limb is grasped below the knee in making the traction so 
that a loose knee ultimately results. Whereas the facts 
are, as every one knows, quite the opposite. 

Cases that find relief from pain only by traction are 
given traction, if the apparatus can be had; and cases that 
are made worse by traction are not treated by traction. I 
pointed this fact out nearly twenty years ago. Cases that 
are made worse by walking about are kept in bed; and 
cases that can walk" about without harm are allowed to walk 
about. These were the principles of treatment at the 
Hospital for the Euptured and Crippled in New York 
from its foundation. Cases that are made worse by motion 
at the hip joint have the joint immobilized, and cases that 
are not made worse by motion within the limits set by the 
involuntary muscular spasm are allowed that much mo- 
tion. This was the principle that the elder Sayre fought 
for all his life. 

Poor patients who cannot obtain a steel or an iron splint 
have been treated by a plaster-of-paris spica since plaster 
splints were first used. If the joint happened to be sensi- 
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tive and the tendency to deformity great the splint ex- 
tended from the ankle to tjie axilla, really immobilizing 
the joint; if a certain amount of motion at the hip was 
possible without harm a short spica, from the knee to the 
navel, was used, and this short spica, which Lorenz has 
pasted his magic name upon, was in use here "before 
Lorenz left the farm." 

In a word "Lorenz" treatment is as good treatment as 
some cases need, as good treatment as many cases can af- 
ford ; but each patient and each stage of the disease should 
be treated on its merits and by the best treatment possi- 
ble. Any routine treatment of all patients and all stages 
of the disease is unintelligent treatment and far from the 
best treatment. 

TYPHOID COXITIS. 

J. L. Porter* reports a case of typhoid coxitis, both hips, 
in a boy of ten years, and discourses on the disease as fol- 
lows: 

"That typhoid infection of the hip and other joints 
occurs as a complication of the intestinal infection has 
been recognized for several years, but it is seen so rarely 
and so little is known of the pathology that we find few 
references to the condition in the literature. Yet the 
result of hip-joint infection is often serious, and anything 
that adds to our knowledge is of interest. Involvement 
of the hip in the course of typhoid enteritis seems to be 
a complication which usually develops late in the dis- 
ease, or even during convalescence. The pain is often 
severe, though the patient may only complain of slight 
pain or discomfort about the joint. Swelling develops 
slowly, and on accoimt of the thickness of the muscles 
about the joint, may progress to a considerable degree 
before being noticed. 

"The first thing to call the physician's attention to the 
joint may be the fact that the patient cannot lie on that 
side or that he keeps the thigh flexed. In a patient 
weakened by a prolonged intestinal typhoid, with sensi- 
bilities somewhat obtunded, we can readily see how a 

(1) American Meaicine, Feb. 11, 190(^. 
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slowly progressive synovitis with little pain may proceed 
to a considerable degree before being noticed. 

"The one peculiar thing about these hip infections is 
the tendency to spontaneous dislocation of the joint, and 
it is this feature which makes typhoid coxitis such a 
serious condition. 

"Keen, in the series of 84 cases which he collected, 
found that spontaneous dislocation occurred in 43, or over 
50 per cent. That dislocation should occur so frequently 
may seem strange, but the mechanical reason is very sim- 
ple. The joint becomes distended with fluid, and the thigh 
is kept flexed and adducted. The distension of the joint 
lifts the head out of the acetabulum, and the adduction 
rotates the head inward and against the upper and outer 
border of the acetabulum. In this position the joint is 
most easily dislocated, and the contraction of the thigh 
muscles, with no opposition, the iliopsoas group being 
relaxed, furnishes the power. But added to this mechan- 
ical cause there is also probably an actual destruction of 
the tissues in the joint in many cases, which aids in pro- 
ducing the displacement. 

"As to the bacteriology, little is positively known. 
Grancher obtained typhoid bacilli from an acute tendo- 
synovitis following typhoid. Orloff found a thick tenacious 
turbid fluid followed the injection of typhoid cultures 
into the joints of dogs and rabbits, which, after a few 
days, became purulent and the typhoid bacilli disappeared. 

"Keen cites five cases in which examinations of the fluid 
in the joint were made. In one Staphylococcus aureus and 
alius only were found. Three were sterile, but one of 
these had an abscess outside the joint involving the tro- 
chanter, which contained tvphoid bacilli. One contained 
bacilli resembling typhoid, but were not identified posi- 
tively. 

"Goldthwaite believes that the result 'to the joint prob- 
ably depends upon whether the synovitis is due to the 
presence of the typhoid bacilli or is only the effect of their 
toxins. Keen thinks that while the bacilli may be present 
during the acute synovitis, they are destroyed later by 
leukocytosis or some other agency and disappear from the 
synovial fluid, thus accounting for the fluid' obtained being 
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sterile in several instances. This gap in our knowledge of 
the subject can only be filled by making cultures from the 
aspirated fluid at intervals, beginning with the acute 
onset. 

"As to the gross pathology, Graff has reported several 
cases of spontaneous dislocation following typhoid and 
other acute infections of the joint, with Rontgen pictures 
showing flattening or destruction of the upper rim of the 
acetabulum. He believes that the synovitis is sero-fibrinous 
in character, and that beside causing a distension of the 
joint it produces an inflammatory softening of the acetabu- 
lar margin, and the pressure of the head of the femur by 
contraction in a flexed and addueted position, causes a 
pressure atrophy of the outer part of the acetabular rim, 
permitting the head of the femur to slip slowly out.^^ 

CONGENITAL DEFORMITIES AT THE KNEE. 

In a recent article^ the Editor has discussed this subject. 
Congenital deformities at the knee are ofteij called con- 
genital dislocations, but in so far as I know true congenital 
dislocation does not occur at this joint. The congenital 
defects and deformities at the knee are : Slipping patella, 
displaced patella, elongated patellar tendon, in-knee, out- 
knee, flexed knee, hyperextended knee, and outward rota- 
tion of the tibia on the femur. 

The cause of these conditions is not known. Many in- 
teresting theories have been advanced, but none have been 
substantiated in any more than a few instances; in fact, 
usually in only one instance. My own thought is that 
these conditions are only some of the many instances of 
defective development of the embryo. The only basis of 
this opinion is the fact that these knee defects are as a 
rule associated with other congenital defects, such as club- 
foot, club-hand, congenital dislocation at the hip, defec- 
tive shoulders, elbows and wrists. This will appear in the 
detailed description of the cases I have reported. 

The symptoms are the deformities present, and the dis- 
abilities that the deformities entail. 

(1) Chicago Med. Recorder, January, 1905. 
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The treatment of slipping patella by trusses and caps 
has been unsatisfactory. One case has been successfully 
treated by hammering the external condyle for the devel- 
opment of a bony ridge. One case (two knees) of perma- 
nently displaced patella, with rotation of the leg bones 
90°, and flexion deformity at the knees. Elongation of 
the patellar tendon cannot be satisfactorily treated by 
oiferation for shortening, as the patella cannot usually be 
pulled down more than half an inch in an adult. 

In-knee, out-knee and flexed-knee are treated by forced 
straightening during anesthesia and retention in plaster 
splints for months while the patient walks about. 

Hyperextended knee, or genu recurvatum, is treated by 
daily hand stretching and flexion carried up to the point 
of tolerance. The patella, absent at birth, gradually de- 
velops. 

KNEE ANKYLOSIS. 

In the treatment of deformity at the knee joint with 
ankylosis De F. Willard^ advises as a general proposition 
osteotomy above the joint to any operative procedure 
through the joint that might lead to a renewal of the 
previous diseased condition. 



BOW-LEGS. 

T. H. Openshaw^ reports a case of bow-legs corrected 
by manual osteoclasis. His description of the operation 
is as follows: 

"With the child fully anesthetised the leg is encased 
in cotton wool and bandaged. The child is then turned over 
so that the leg which is to be broken lies on its outer 
side. A wedge-shaped block, measuring some seven inches 
by three inches at the base and six inches high, is used. 
The upper edge of this block is about one inch wide and 
four inches long and is covered with thick india rubber. 
This block is put underneath the leg transversely at the 

(1) Penn. Med. Journal, January, 190S. 

(2) Lancet, March 4, 1905. 
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center of the curve. The operator with* one hand grasps 
firmly the foot and ankle and lower portion of the tibia 
and with the other hand the npper part of the tibia, the 
hands of the operator being some two to three inches apart. 
With the block resting quite firmly upon a firm table and 
the child's leg on the rubber-covered upper edge of the 




Fig. 10. Openshaw's Patient, Aged 4 Years, Oct. 7, 1904. 

block, with a steady and increasing pressure exerted 
through the hands of the operator, the bones of the leg 
are snapped across and the leg can then immediately and 
easily be made to assume a straight position. In a few 
instances the fibula can be heard to crack first, but in the 
majority of cases the fibula is simply bent and the tibia 
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alone is broken. In the case of some forty legs operated 
upon in tliis manner no bruising of tissue, laceration of 
skin or other untoward result has occurred. The limb has 
been put up in two lateral well-padded wooden splints, 




Fig. 11. The Patient Nov. 11, 1904. 

bandaged, and the child sent home immediately on recov- 
ering from the anesthetic.^' 

I give space to Openshaw's report because I wish to 
give expression to my agreement with him that manual 
osteoclasis is a far better operation than either cuneiform 
or linear osteotomy for bow-legs, and because it gives me 
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an opportunity to comment upon reports of this kind that 
occasionally occur. 

It seems a bit amazing that a gentleman who is "sur- 
geon to the London Hospital, senior surgeon to the Pop- 
lar Hospital, and surgeon to the National Orthopedic Hos- 




Flg. 12. 



Drawing from Skiagraph of Tibia and Fibula (Left), Oct. 
9L 1904. 



pital" should not know that the wedge-shaped block that 
he uses is the block of Koenig and that it has been in pretty 
general use among orthopedic surgeons for years; or, 
knowing it, that he should make no mention of the fact 
and leave his less well-informed readers to assume that 



Digitized 



by Google 



226 



OBTHOPEDIC SUBGERY. 



the ingenious device is his own. It must be admitted that 
it is possible that Openshaw first saw this block two and 
a half years ago when Lorenz was operating in London, 
and, since Lorenz let his audience assume that the block 




Fig. 



13. Drawing from Skiagraph Taken on Oct. 21, 1904, the Day 
After Manual Osteoclasis. 



was a device of his own, thought it "good business" to do 
the same. Lorenz guarded the rounded upper edge of the 
block with felt covered with sheepskin. Openshaw guards 
it with rubber and has had so little experience in its use 
that he has not learned that the smoother surface of a 
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block of hardwood causes less injury to the skin than the 
same surface protected with skin or rubber. 

Some fourteen years ago, possibly before Openshaw 
was interested in the subject, the late Dr. Nicholas Grat- 
tan of Cork demonstrated in London the advantages of 
osteoclasis over osteotomy. Four years ago my colleague, 
Wallace Blanchard, reported in the Transaction of the 
American Orthopedic Association a case operated on by me 
showing the lengthening which occurs when a curved 
tibia is straightened by osteoclasis precisely as is shown 
in the reproduction of OpenshaVs skiagraph, and each 
year since then Blanchard has presented a paper along the 
same lines in the same publication. 

The choice between osteoclasis by hand or by osteoclast 
depends upon whether one has only strong hands and suf- 
ficient weight to break the bone, or has a good osteoclast. 
I have strong hands and a weight of 245 pounds, and I 
think I can break any bone that any surgeon can break, 
but I also have a good osteoclast, the identical instrument 
used by Grattan in London in 1891. I use my hands when 
I wish to break a bone' that is still soft and where it is 
desired to break two or more inches from the end of the 
bone ; but I use the osteoclast when 1 wish to break within 
an inch or two of the end of the bone and in all cases 
where the bone has undergone its ivory-like hardening. In 
breaking hard bone by hand the fracture is not accurate; 
it is usually somewhat oblique and there is usually un- 
necessary laceration of the soft parts, with consequent pain 
and swelling. 

In Openshaw's case the fracture was not made at the 
point of greatest curvature in the bone but considerably 
above the curvature; with the osteoclast the fracture could 
have been made midway between the point where it was 
made and the end of the bone, at the point of greatest 
curvature, and the result would have been a straight in- 
stead of a serpentine bone and a straighter leg than ap- 
pears in the photograph. Openshaw uses lateral splints 
of wood in the treatment of his fractures. I would sug- 
gest plaster of paris and a slight overcorrection of the 
deformity while the plaster sets. It is more comfortable, 
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can be more accurately conformed to the outlines of the 
leg, and is secure from meddlesome fingers. ' 

CONGENITAL ABSENCE OF THE TIBIA. 

J. K. Young^ reports four new cases of congenital ab- 
sence of the tibia and abstracts the forty-eight previously 
reported. His conclusions as to the causation are as fol- 
lows: 

1. That the congenital absence of the tibia is not tera- 
togenic. 

2. That congenital absence of the tibia is due to 
amniotic adhesions. 

3. That the amniotitis which is the cause of the ad- 
hesions is usually the result of traumatism. 

4. That the traumatism usually occurs early in fetal 
life, is slight in character, and occurs usually about the 
third month. 

FOOT DEFORMITIES. 

E. H. Bradford^ believes that most of the acquired foot 
deformities, such as hallux valgus, metatarsalgia, flat-foot, 
humped-foot and weak-foot are due to narrow, small and 
improperly constructed shoes. Shoes narrower than the 
foot are uniformly worn, and when the toes are confined 
in stiflf caps and the leather back of the toe spreads over 
the edge of the sole, as usually is the case, hallux valgus 
results. The tight double seam that practically encircles 
the metatarsus prevents the spreading of these bones when 
weight is thrown on them and the weak foot results, and 
consequently, as the front of the foot cannot slide forward, 
humped-foot results. The general tightness of the shoe as 
a whole prevents free movement of the muscles, and a 
general weak-foot results. The weak-foot, because of its 
weakness, becomes abducted and the weight is thrown ab- 
normally to the inner side and flat-foot results. He recom- 
mends broad, loose shoes without toe caps for active use, 
and moccasins for leisure. 



(1) Univ. of Peon. Medical Bulletin, November, 1904. 

(2) Boston Medical and Surgical Journal, Nov. 24, 1904. 
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J. L. Porter^ reports two cases (sisters) of hereditary 
contracture of the feet and describes them as follows: 

The condition in an advanced case is as follows: The 
antero-posterior arch of the foot is increased, producing a 
hollow foot, and the convexity of the dorsum is correspond- 
ingly increased; the foot turns inward, usually in a posi- 
tion of slight varus, although in some cases the foot is 
everted as in flat-foot. The toes are flexed — like a ham- 
mer toe, and when the patient stands the ends of the toes 
come firmly down on the ground. The weight is borne 
on the heels and heads of the metatarsal bones, and the 
patient walks stiffly with an inelastic, jarring gait, as in 
flat-foot. Dorsiflexion at the ankle is lost, and usually the 
motion in pronation and supination is very slight. The 
patient complains of pain in the arch of the foot, often 
extending up into the calf; and also of pain in the trans- 
verse arch, which is usually obliterated. The pain grows 
worse, involving the whole foot and leg upon long standing 
or walking, and some of the cases are virtually crippled 
from the pain and disability and unable to walk but a 
short distance without rest. 

The operation consisted in tenotomy of flexor longus 
pollicis and flexor communis digitorum at the inner mal- 
leolus by open incision, and of the short flexors at the roots 
of the toes. Section of the plantar fascia subcutaneously 
and of all tense tissues that could be felt through the 
skin. • Then the foot was forcibly flattened out and soft- 
ened as much as possible by ' manipulation and the toes 
extended. Then the tendo Achillis was divided sub- 
cutaneously and the feet dorsiflexed and put up in plaster. 
The patient was advised to begin standing on her feet as 
soon as possible, which she did in about ten days, and in 
spite of the section of the tendo Achillis she was able 
to walk in the plaster casts in about two weeks. The casts 
were removed in four weeks and the patient went home 
wearing shoes with the toes strapped down to an insole. 

.(1) Chicago Medical Recorder, January, 1905. 
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TREATMENT OF CLUB-FOOT. 

J. M. Batchelor^ says : "The results that I have obtained 
in a series of twenty-three eases of club-foot of this va- 
riety have convinced me of the superiority of the method 
of complete correction at one operation over the more 
tedious and long drawn out attempts at correction by 
means of braces and by frequent application of plaster 



*The scores of cases that had hopelessly dragged along 
for years under the old method of treatment in the hands 
of most capable men, without relief, that, since the advent 
of Lorenz and his demonstrations, have applied for relief, 
are adequate witnesses and ample proof of the inefficacy 
of the older treatment and the need for and superiority 
of the method of forcible manual correction at one sitting. 
This method is applicable to the infant and to the adult, 
though when applying it in infancy we are deprived of a 
certain element which contributes much to the immediate 
and permanent success of the operation. I refer to what 
might be called the weight-bearing element. After com- 
plete reduction of club-foot deformities and the application 
of the cast the weight of the body transmitted to the 
elements of the foot contributes in a marked degree to the 
anatomical readjustment of the component parts of the 
foot and to functional restoration. The operation of model- 
ing redressement of club-f^t may be divided into three 
stages: First, that of correction of the outward deformity; 
second, the application and cutting of the cast, and, lastly, 
the supervisory or period of after treatment. 

"It is important to note the necessity for the complete 
reduction of the varus, thereby reapposing the scaphoid 
and the cuboid bones in their proper relationship with the 
astragalus and os calcis, and of the astragalus in its inter- 
malleolar relationship with the tibia and fibula, before cor- 
recting extension. 

"The longitudinal fenestrum must extend completely 
through the cast, through the plaster bandage and batting 
to the skin, not leaving a single strand of interposing 

(1) New Orleans Mecl. and Svirgr. J.» December, 1904. 
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bandage fibers or batting nnsevered. Whether the east 
should be cut from extremity to extremity must depend 
entirely upon the ease under operation ; in some cases it is 
necessary to divide both the circular strips at the instep and 
at the upper extremity of the cast before the circulation 
is completely re-established ; in other cases this is not neces- 
sary and the surgeon must be guided entirely by the condi- 
tion of the toes at the time of the cutting of the fenestrum. 
"The after treatment of these cases is a matter requiring 
constant supervision. Time is required for muscle balance 
to be established, and, to contribute to this resumption of 
muscle tonicity, massage, electricity and a properly con- 
structed shoe should always be employed. The patient 
should be instructed to practice voluntary abduction. This 
restores functional ability to the foot. To prevent possible 
return of equinus and inversion a shoe with a wedge- 
shaped sole, the apex of the wedge on the inner side of the 
sole, and a brace with a step joint at the ankle, permitting 
complete flexion of the foot and preventing extension be- 
yond a right angle, are recommended. The cast should be 
worn uninterruptedly six months. A flat-heeled shoe 
specially made fits over the cast and prevents wearing.^^ 



TYPHOID JOINTS. 

Inflammation in and about joints during or following 
typhoid fever is a condition so rare as to be little known. 
Any joint m^y be affected. During the past two years the 
Editor has seen two cases where the inflammation involved 
the spine. In one the tarsal joints of both feet were also 
involved. Both patients were men and both subjected them- 
selves to excessive fatigue and some exposure during the 
period of convalescence and suffered a return of fever. In 
both the onset, symptoms and course of the joint trouble 
greatly resembled rheumatism. Both were treated by 
recumbency so long as pain and sensitiveness remained. 
The general nutrition was cared for by careful overfeed- 
ing, daily use of full laxative doses of freshly made senna 
tea and heroic doses of tincture of chlorid of iron. In 
both complete recovery resulted. 
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TRANSPLANTING TENDONS. 

0. Vulpius^ speaks as one with authority of the length- 
ening, the shortening, the transplantation and the graft- 
ing of tendons, relying first on the literature, which al- 
ready has attained a considerable volume, and farther on 
the author's own experience, gained through more than 
400 tendon operations. 

Tendons are lengthened by: (1) Simple tenotomy. The 
tendon ends unite at first by connective tissue, which ulti- 
mately become more or less infiltrated with tendon fibers. 
(2) Lengthening by sagittal incision. The tendon is split 
in two equal parts and the separation completed by cutting 
outward to one side at the top and' the other side at the 
bottom. The tendon can then be lengthened by the full 
length of the split and the ends united. The objection 
to this method over simple subcutaneous tenotomy is the 
added risk of infection and the extensive scar connecting 
the tendon with the skin, which restricts the movement 
of the tendon, and in case of relapse from neglect of after 
treatment proves a serious obstacle to further corrective 
operations. Some slight lengthening may be had by mak- 
ing the cross cuts subcutaneously and then lengthening by 
forcible redressement. 

The plastic lengthening of a tendon is advisable in all 
the diverse shrinking processes of the muscles; e. g., after 
the inflammation of a muscle, or, in case of shrinkage 
of a nutritive origin, through a permanent approachment 
of the points of insertion, in paralytic contractions, in 
spastic conditions, as also in arthrogenous contractions. 
Finally, the lengthening of a tendon may become neces- 
sary in cases of transplantation, of which we shall treat 
later on. 

Before operating we have to lay down a plan resting on 
our knowledge of the paralyzed and healthy muscles, as to 
their situation, number and strength, and reinforce this 
knowledge through an observation of the voluntary move- 
ments and further through an electrical examination, 

(1) N. Y. and Phlla. Med. Jour., Sept. 10. 1904, et seq,* 
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In operating we use the strictest asepsis and bloodless- 
Dess, demands which have been forced upon us by the re- 
sults of experimental investigations. If we wish to treat 
a paralysis we frequently face a double task. We have to 
get rid of the deformity occasioned by the paralysis and 
also to get rid of the origin thereof — that is, the paralysis. 
We have, first of all, to correct the deformity absolutely, 
in order to be able to execute the transplantation with the 
desired and necessary tension of the tendons. The skin is 
best cut in a longitudinal direction, and to such an extent 
that it lays bare at least the peripheral end of the muscle 
to allow us to form an opinion about the condition of the 
muscle by inspection and thereupon to be able to revise 
our plan of operation. I should not advise the cutting of 
skin flaps, because they might favor the formation of scars 
between it and the tendons. The fascia has also to be cut 
lengthwise and the tendon sheath has to be treated with 
the utmost care. The freed tendons now may be trans- 
planted in rather different ways. We may simply freshen 
the paralyzed and healthy muscles at the side and sew 
them together after the necessary stripping is done — a 
method which has been rarely used, on account of the 
weakness of the scar. Further, we can unite a tendon 
healthy as a whole to a paralyzed tendon — total trans- 
plantation, or translation of function. Through this meth- 
od the power-giving muscle is naturally injured very little ; 
the operation is simple, so that this method certainly merits 
the preference, where it is practicable. This, however, is 
only the case when the healthy muscle has a rather unim- 
portant function, which we may sacrifice to the end of a 
transplantation. We may, however, lessen the sacrifice by 
attaching the peripheral stump of the power-giving tendon 
in an upward direction to a neighboring tendon of as 
much as possible the same function. The function of the 
power-giving tendon is in this way not lost; it only gives 
up its independence. In case the total transplantation 
{should not be possible, we may help ourselves by dividing in 
part the healthy tendon — division of function. The con- 
tinuity of function is thereby preserved, while one or more 
tendon slips may be used to supply the lost function. 

In transplanting healthy into paralyzed tendons the 
more nearly alike the function of the two muscles the 
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more perfect will be the resulting function. But muscles 
with opposing functions may be made to work in harmony. 
Failures may be produced by infection, which may com- 
pletely destroy the result, but not necessarily. Further, 
the tendon sutures may tear out ; and, lastly, we can trans- 
plant too much or too little. Such an uncertainty about 
the extensiveness of our operation may especially take place 
in spastic paralysis, because the spasm disappears under 
narcosis, and with its disappearance we lose judgment about 
the division and the degree of the surplus innervation. 
Generally, we have to correct by a second operation the 
mistakes made. 

As soon as the transplantation is finished the foot has to 
be fixed in a normal median position, or better, in a slight- 
ly overcorrected one. The results on the whole have to be 
designated as favorable where there is sufficient muscle 
Dfiaterial on hand. As an average success we well may 
name an active mobility in normal lines' between pronation 
and supination, but within limited boundaries. The ex- 
tent of motion especially decreases with the duration of the 
deformity, because the change of the astragalus generally 
occasions a certain stiffening of the ankle joint. The lesser 
the muscle remnants have been, the more the hoped-for 
condition resembles the tendinous fixation. In such un- 
favorable cases the transplantation consists principally in 
insuring a good position of the corrected foot and in guard- 
ing against recurrence. 

In cases of paralysis of the quadriceps femoris Vulpius 
recommends tendon transplantation only in those cases 
having flexion deformity. He admits that a useful limb 
can be had by simple tenotomy of the flexor muscles, but 
believes that this weakens the muscles. There are also 
cases where recontraction of the flexor tendons occurs 
after tenotomy. On account of both these conditions he 
advises transplanting the ham-string tendons . into the 
tendon of the quadriceps, or to the periosteum of the 
patella. He does not recommend Lange's method of at- 
taching the transplanted tendons to the tibial tuberosijy 
by the artificial silk tendon. 
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Alcohol and children, 21. 

Angina, acute, 127. 

Apomorphin in chorea, 186. 

Appendicitis, 74. 

Asthma, 128. 

Atypical children, examination 
of 2,500, 22. 

Bacillus dysenterise, 68. 

Bath, warm in chorea, 185. 

Bile ducts, congenital oblitera- 
tion of, 13. 

Bow-lsgs, 222. 

Bronchial glands, enlarged, 
diagnosis of, 89. 

Cerebrospinal meningitis, 174. 

Chorea, apomorphin in, 186; 
warm bath in, 185. 

Club-foot, treatment of, 230. 

Constipation, 73. 

Cypress oil in pertussis, 113. 

Cystitis due to B. coli, 153. 

Dairy hygiene, 25. 

Diarrhea, bacteriology of, 68; 
summer, 63; summer, eerum 
treatment of, 67. 

Diet after age of 1 year, 29. 

Dietetics, 24. 

Digestion disturbed, from too 
high fat percentage, 61. 

Diphtheria, chronic, 116; in- 
tubation in, 117; paralysis 
following, 118; primary 
nasal, 114; serotherapy in, 
116. 

Dislocation, congenital of hip, 
195. 

Dysentery, infantile, 69. 

Dyspepsia, chronic intestinal, 
71. 

Eczema, treatment of, 162. 

Elephantiasis congenita, 14. 

Endocarditis in mumps, 108. 

Enuresis^ 155. 



Erythema inf ectiosum, 163 ; 
nodosum, 163. 

Fat percentages, too high, dis- 
turbed digestion from, 61. 

Fever from indigestion from 
carbohydrates, 62. 

Flour, predigested legume, 27. 

Foot, deformities of, 228. 

Fragilitas ossium, 38. 

Gastric ulcer in children, 53. 

Gland, tuberculous, rupture of 
into trachea, 125. 

Glands, enlarged bronchial, 
diagnosis of, 89. 

Gonococcus infection, 157; 
epidemic of, 158, 159. 

Gonorrhea, of rectum, 161; 
pericarditis in, 136; salpin- 
gitis in, 160. 

Gout, case of in boy of 7, 88. 

Gruels, standardized, 32. 

Hand, the rachitic. 34. 

Heart, congenital hypertrophy 
of, 142. 

Hematuria in Barlow's disease, 
37. 

'Hernia, 72; strangulated, 75. 

Hip, congenital dislocation of, 
195; tuberculosis of, 209. 

Hodgkin's disease, 90. 

Hydronephrosis, congenital, 
154. 

Hygiene, dairy, 25; infantile, 
15. 

Infantile mortality, 20. 

Influenza, symptoms of in chil- 
dren, 119. 

Intestinal dyspepsia, chronic, 
71; obstruction, 77. 

Intubation, 117. 

Intussusception, 77, 79. 

Jaundice, diagnosis of in in- 
fancy and childhood, 84, 
235 
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Knee, ankylosis at, 222; con- 
genital defonnities of, 221. 

Koplik spots, value of, 104. 

Larynx, papilloma of, 127; 
tuberculosis of, 127. 

Lateral curvature, 195. 

Legume flour, predigested, 27. 

Leukemia, acute lymphatic, 
146. 

Liver, diseases of, 82. 

Lumbar puncture in cerebro- 
spinal meningitis, 182. 

Lymphemia, acute, 148. 

Lymphosarcoma, 92. 

MacEwen's sign in meningitis, 
184. 

Measles, blood in, 149; changes 
in nails in, 96; experimental, 
106 ; nonsusceptibility of 
newborn to, 104; prodromal 
rashes in, 105 ; vsilue of Kop- 
lik 's spots in diagnosis of, 
104; without eruption, 105. 

Meckel's diverticulum, obstruc- 
tion from, 78. 

Meningitis, cerebrospinal, 174; 
serotherapy in, 180 ; pos- 
terior basic, 179; treatment 
of, 181. 

Milk supply, problem of, 26. 

Mumps, complications of, 108. 

Myocardium, acute insufficiency 
of in infections, 138. 

Nephritis as complication of 
mumps, 109; in infantile 
scurvy, 35; renal decapsula- 
tion in, 151; tonsillitis as 
cause of, 150. 

New born, diseases of, 9. 

Osteoarthritis, 195. 

Osteoarthropathy, pulmonary, 
133. 

Osteogenesis imperfecta, 38. 

Paralysis, infantile, 186; post 
diphtheritic, 118. 

Pemphigiis in newborn, 9. 

Pericarditis, gonorrheal, 136. 

Pericardium, pus in, 137. 

Perinephritis, 149. 

Pertussis, diplegia following, 
112; germ of. 111; treat- 
ment of, 113. 



Pneumonia, bronchial, 131 ; 
lobar, 130. 

Polycythemia in congenital 
heart disease, 142. 

Post-operative obstruction of 
intestines, 78. 

Pott's disease, 191. 

Prolapse of anus, 80. 

Pseudoleukemia, 92. 

Pulmonary artery, contraction 
of, 141. 

Pyelitis, acute, 152. 

Pylorus, hypertrophic stenosis 
of, 56. 

Pyopericardium, 137. 

Bachitic children, associated 
movements of head and eyes 
in, 34; hand, the, 34. 

Eachitis, new symptom of, 34. 

Rheumatism, acute articular, 
85; abdominal pain as symp- 
tom of, 86. 

Bheumatoid disease in children, 
87. 

Salpingitis, gonorrheal, 160. 

Sarcoma, primary of Uver, 82. 

Scarlatiniform rashes, 95. 

Scarlet fever, blood in, 149; 
changes in nails in, 96; diag- 
nosis of, 93; hemiplegia in, 
99; in New York city, 98; 
protozoa in, 100; serotherapy 
in, 102; streptococcal infec- 
tions in, 100; study of heart 
in, 97; urotropin in, 103. 

School children, nervous, 183. 

School inspection for conta- 
gious diseases, 17. 

Sclerema neonatorum, 12. 

Scurvy, infantile in Berlin, 37; 
infantile, nephritis in, 35. 

Serotherapy in cerebrospinal 
meningitis, 180; in diph- 
theria, 116; in scarlet fever, 
102; in summer diarrhea, 67. 

Splenic anemia, relation of to 
other blood diseases, 144. 

Status lymphaticus, 89. 

Stenosis, hypertrophic of py- 
lorus, 56. 

''Still's disease," 87. 

Stomach; diseases of, 40. 
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Stomatitis, ulcerative, 127. 

Summer diarrhea, 63. 

Synovitis in syphilis, 171. 

Syphilis, acquired, 171; con- 
genital, 168; synovitis in, 
171. 

Syphilitic hemorrhage in new- 
bom, 10. 

Talma operation on 8-year-old 
child, 82. 

Tendons, transplantation of, 
232. 

Tonsillitis, a cause of acute 
nephritis, 150. 

Tuberculosis, channels of infec- 
tion in, 125; of hip, 209; of 
larynx, 127; prophylaxis of, 
124. 

Tuberculous gland, rupture of 
into trachea, 125. 



Transplantation of tendons, 

232. 
Treatment of cerebrospinal 

meningitis, 181; of chorea, 

185. 

Typhoid fever, coxitis in, 219; 
cutaneous necrosis in, 121; 
insanity in, 122; joint dis- 
ease in, 231. 

Ulcer, gastric in children, 48. 

Umbilical infections in new- 
bom, 9. 

Urotropin in scarlet fever, 103. 

Varicella, blood in, 149; com- 
plications of, 110. 

Ventricular septum, congenital 
defect in, 140. 

Vomiting, recurrent, 47. 
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